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Abstract 1 
According to the common-sense model of self-regulation, individuals form lay 2 
representations of illnesses that guide coping procedures to manage illness threat. We meta-3 
analyzed studies adopting the model to (a) examine the intercorrelations among illness 4 
representation dimensions, coping strategies, and illness outcomes; (b) test the sufficiency of 5 
a process model in which relations between illness representations and outcomes were 6 
mediated by coping strategies; and (c) test effects of moderators on model relations. Studies 7 
adopting the common-sense model in chronic illness (k = 254) were subjected to random-8 
effects meta-analysis. The pattern of zero-order corrected correlations among illness 9 
representation dimensions (identity, consequences, timeline, perceived control, illness 10 
coherence, emotional representations), coping strategies (avoidance, cognitive reappraisal, 11 
emotion venting, problem-focused generic, problem-focused specific, seeking social support), 12 
and illness outcomes (disease state, distress, well-being, physical, role, and social 13 
functioning) was consistent with previous analyses. Meta-analytic path analyses supported a 14 
process model that included direct effects of illness representations on outcomes and indirect 15 
effects mediated by coping. Emotional representations and perceived control were 16 
consistently related to illness-related and functional outcomes via, respectively, lower and 17 
greater employment of coping strategies to deal with symptoms or manage treatment. 18 
Representations signaling threat (consequences, identity) had specific positive and negative 19 
indirect effects on outcomes through problem- and emotion-focused coping strategies. There 20 
was little evidence of moderation of model effects by study design, illness type and context, 21 
and study quality. A revised process model is proposed to guide future research which 22 
includes effects of moderators, individual differences, and beliefs about coping and treatment. 23 
Keywords: Illness perceptions; illness cognition; coping procedures; parallel-processing 24 
model; chronic illness  25 
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Public Significance Statement 1 
This review indicates that relations between patients’ illness beliefs and important illness-2 
related outcomes (reducing disease progression, improving functioning, promoting well-3 
being, allaying distress) across studies are accounted for by sets of coping strategies 4 
(avoidance, cognitive reappraisal, emotion venting, problem-focused coping, seeking social 5 
support). Behavioral interventions aimed at changing illness outcomes should not only target 6 
change in the beliefs linked to adaptive outcomes, but also the coping strategies related to the 7 
beliefs. 8 
 9 
  10 
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The Common-Sense Model of Illness Representations: Meta-Analysis and Test of a Process 1 
Model 2 
The identification and interpretation of a deviation from the normally-functioning 3 
physical and somatic self is fundamental to initiating self-regulatory processes to restore or 4 
protect a state of health, or even protect life itself. When an individual experiences a physical 5 
symptom, how does his or her particular conception of illness relate to efforts to manage 6 
symptoms, and what processes lead the individual to engage in long-term self-regulatory 7 
action that will be effective in changing the course of the illness rather than symptom 8 
management alone? Prominent among social psychological approaches to understanding the 9 
regulatory mechanisms involved in managing perceived illness-related threats (e.g., Carver, 10 
Scheier, & Weintraub, 1989; Rodin & Salovey, 1989) is the ‘common-sense’ model of self-11 
regulation. The model outlines the processes underlying individuals’ lay management of 12 
health threats (Leventhal, Diefenbach, & Leventhal, 1992; Leventhal, Leventhal, & Breland, 13 
2011; Leventhal, Meyer, & Nerenz, 1980; Leventhal, Phillips, & Burns, 2016). 14 
According to the model, an understanding of adaptation to health threats originates in 15 
an examination of threat from the individual’s lay perspective. Specifically, it is necessary to 16 
understand the individual’s cognitive and emotional representations of the threat that initiate 17 
subsequent coping procedures directed at threat and emotion management. These two parallel 18 
processes together represent a self-regulatory system with significant implications for illness 19 
outcomes such as disease, functional state, and psychological distress that are independent of 20 
the pathological markers of illness. For example, severe emotional reactions to symptoms 21 
arising from fear that the illness may be life threatening may lead to management by 22 
avoidance coping. Similarly, a cognitive representation that misattributes the cause of 23 
symptoms may lead to ineffective attempts at self-directed treatment (Leventhal et al., 1992). 24 
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Whereas research on the common-sense model of self-regulation has indicated that 1 
cognitive and emotional representations of illness are related to coping procedures adopted to 2 
manage illness threat and distress, and to illness-related outcomes such as recovery or 3 
symptom management (Brown, Westbrook, & Challagalla, 2005; Whitmarsh, Koutantji, & 4 
Sodell, 2003), few studies have explicitly tested the processes involved. Based on the 5 
hypotheses derived from Leventhal et al.’s model, a process model has been proposed in 6 
which “relationships [between illness representations, coping, and outcomes] represent a 7 
mediational model, in which coping mediates the effect of illness representations on health 8 
outcomes” (Hagger & Orbell, 2003, p. 146). Although there have been previous tests of the 9 
process model in participants with particular chronic illnesses (e.g., Brewer, Chapman, 10 
Brownlee, & Leventhal, 2002; Gould, Brown, & Bramwell, 2010; Gray & Rutter, 2007; 11 
Rutter & Rutter, 2002), there has been no systematic test of a full process model adopting 12 
multiple representation, coping, and outcome variables based on a cumulative synthesis of 13 
data across research on the common-sense model in chronic illness. 14 
We aim to conduct a meta-analytic synthesis of studies testing relations from the 15 
common-sense model in chronic illness and use the correlations from the analysis to test the 16 
proposed process model. Not only do we expect that quantifying the overall effects of illness 17 
representations on outcomes mediated by coping to be of interest, we also expect to identify 18 
specific indirect effects that will indicate the extent to which illness representations are 19 
positively associated with outcomes related to recovery and effective management, or 20 
undermine recovery such as poorer functioning and well-being, and elevated distress. The 21 
mediational model may be informative in resolving inconsistent patterns of effects observed 22 
in previous studies and may potentially inform practice by identifying viable targets for 23 
intervention. In addition, the synthesis enables us to assess the influence of moderator 24 
variables that may explain variability in relations among model constructs across studies. 25 
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The Common-Sense Model of Self-Regulation: Origins and Conceptualization 1 
The common-sense model was developed to understand how patients’ lay perceptions 2 
of illness threats guide coping strategies to deal with those threats (Leventhal et al., 1980). 3 
The model is illustrated in Figure 1. The substantive content of an illness representation, 4 
derived from multidimensional scaling studies (Bishop & Converse, 1986; Linz, Penrod, & 5 
Leventhal, 1982) and open-ended interviews (Baumann, Cameron, Zimmerman, & 6 
Leventhal, 1989; Lau & Hartman, 1983), and formalized in psychometric instruments such as 7 
the illness perception questionnaire (IPQ; Weinman, Petrie, Moss-Morris, & Horne, 1996), 8 
comprises five main dimensions of the cognitive representation of illness: identity, timeline, 9 
cause, consequences, and perceived control. The identity of the illness is characterized by its 10 
symptoms and label; timeline reflects the rate of onset, duration, and fluctuation in the illness; 11 
cause is the perceived causal antecedents of the illness (e.g., genetics, infection, diet, aging, 12 
or other exacerbating factors); consequences reflects beliefs in the extent to which the illness 13 
will seriously impact life events (e.g., work, family, personal relationships); and perceived 14 
control is defined as whether the illness is expected to be, or has previously been, responsive 15 
to self-initiated or medically-prescribed treatment. A sixth dimension, illness coherence, 16 
representing patients’ comprehension of their illness, was included in the revised illness 17 
perceptions questionnaire (IPQ-R; Moss-Morris et al., 2002). Illnesses may be more or less 18 
coherently represented, depending on the extent to which the patient’s current illness 19 
representation matches stored prototypes of the illness and illnesses with similar content. The 20 
representation is also informed and modified by communications from health providers and 21 
intra-personal factors such as personality and individual differences (Leventhal et al., 1992). 22 
The model also identifies emotional representations that reflect individuals’ affective 23 
responses to illness and may independently affect selection of coping procedures in parallel 24 
to cognitive representations (Figure 1). According to Martin, Leventhal, and Leventhal 25 
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(2003), “affective and cognitive responses to symptoms may or may not be compatible. For 1 
example, a person might understand that a symptom (e.g., bloody stools) could have serious 2 
consequences if left untreated. This belief might motivate care seeking in the interests of 3 
early detection. However, for some people, the fear of potentially receiving an ominous 4 
diagnosis (e.g., of cancer) actually might inhibit self-referral behavior” (p. 210). Emotional 5 
representations were also included as an additional component in the IPQ-R (Moss-Morris et 6 
al., 2002). The measure has enabled tests of relations between individuals’ reflections on their 7 
emotional responses to the illness and outcomes such quality of life, and emotional coping 8 
responses such as emotion venting, alongside cognitive illness representations, (e.g., Evans & 9 
Norman, 2009; Knibb & Horton, 2008; Rozema, Völlink, & Lechner, 2009). 10 
Illness representations are conceptualized as memory structures and may be activated 11 
by a novel somatic change or salient information and lead to a search for a matching illness 12 
prototype stored in memory. This is the first stage in the process of recognizing that one is ill, 13 
and initiates self-evaluation (e.g., recognizing other symptoms, observing whether they go 14 
away), self-management of illness (e.g., attempting to control the symptoms), and consulting 15 
a professional (Leventhal et al., 2011). These stimuli are depicted to the left of Figure 1. The 16 
progression to professional treatment may sometimes bypass both self-evaluation and self-17 
management, when, for example, an acute event provokes immediate hospitalization leading 18 
to diagnosis of illness, or when screening procedures identify diseases such as breast cancer 19 
without any prior symptomatic information indicating to the individual that they are ill. 20 
Also important are the moderating effects of socio-cultural and personal variables, 21 
labelled the ‘self-system’ by Leventhal et al. (1992), that may influence interpretation of, and 22 
response to illness stimuli, depicted at the top of Figure 1. For example, an individual may 23 
perceive a headache and muscle ache as symptoms of a benign illness such as a common 24 
cold. However, if such symptoms occurred after visiting a region where malaria is prevalent, 25 
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they might activate representations of serious infectious disease associated with elevated 1 
threat. Illness schema can be activated from sources which may be directly symptomatic and 2 
concrete, but also arise independent of symptoms based on more abstract internal states that 3 
interact with contextual knowledge (Orbell, Henderson, & Hagger, 2015). 4 
Following the identification of illness and the activation of an illness schema 5 
associated with an illness label (e.g., multiple sclerosis, diabetes, rheumatoid arthritis, cancer, 6 
asthma), a dynamic self-regulatory process is initiated, comprising attempts to manage the 7 
health threat and concomitant emotional reactions (Leventhal, Brissette, & Leventhal, 2003; 8 
Leventhal et al., 1980). These self-regulatory efforts are labeled coping procedures in the 9 
common-sense model and follow from cognitive and emotional representations. For example, 10 
an individual with bowel cancer may view the illness as having painful symptoms, a chronic 11 
timeline, and controllable through dietary change, and therefore view a change of diet as an 12 
effective means to cope with the disease progression. An individual who believes the same 13 
disease is uncontrollable and finds it a source of emotional distress may adopt a denial coping 14 
response. The parallel arrowed pathways in Figure 1 depict links between the representation 15 
dimensions and coping procedures. Importantly, the adopted coping procedures will make 16 
‘common sense’ to the individual in that they follow from their lay representations, regardless 17 
of the type and effectiveness of the coping procedure adopted (Leventhal et al., 1992). 18 
While the common-sense model does not specify particular coping procedures, a 19 
number of theoretically-derived coping dimensions have been employed that broadly 20 
correspond to problem- or threat-focused and emotion-focused coping categories (Carver et 21 
al., 1989; Folkman & Lazarus, 1988). Consistent with the proposal that illness cognitions are 22 
schematic in nature (Henderson, Hagger, & Orbell, 2007; Leventhal & Cleary, 1980; 23 
Leventhal et al., 2011), studies have demonstrated that automatic activation of an illness 24 
representation is associated with activation of relevant coping procedures (Henderson, Orbell, 25 
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& Hagger, 2009). Information regarding ‘typical’ coping responses may, therefore, be 1 
represented in memory alongside information about the illness and activated and modified 2 
accordingly when information regarding the illness (e.g., felt symptoms) is made salient. 3 
The common-sense model posits that cognitive and emotional representations will 4 
affect outcomes that indicate the progress of the illness (e.g., disease state), the individual’s 5 
functional capacity, and perceived health status. Representations guide the individual’s 6 
selection of an appropriate coping strategy, a ‘common sense’ solution to the illness threat. In 7 
a process of appraisal depicted in Figure 1 an individual will experience if the strategy has led 8 
to improvement, no change, or deterioration in symptoms and adjust his or her representation. 9 
These ‘feedback loops’ characterize the model as a dynamic framework: It describes the 10 
process by which individuals represent their illness, select coping procedures, and modify 11 
their representations through an appraisal of the coping and subsequent experience of illness. 12 
A Critical Appraisal of Research on the Common-Sense Model of Self-Regulation 13 
Hagger and Orbell (2003) tested the hypothesized relations among common-sense 14 
model constructs in a meta-analysis of studies applying the model in chronic illness. The 15 
studies measured illness perceptions and specific coping and outcome measures that were 16 
systematically classified into categories based on theory and research (Carver, Scheier, & 17 
Pozo, 1992; Carver et al., 1989; Stewart et al., 1992; Veit & Ware, 1983) and corroborated by 18 
expert consensus. The analysis revealed a consistent pattern of relations such that 19 
representation dimensions that signal an elevated level of threat, namely, serious 20 
consequences, illness identity, and a chronic timeline were positively associated with 21 
emotion-focused coping procedures including expressing emotions and denial. Perceptions of 22 
the illness as controllable were positively associated with problem-focused coping strategies, 23 
and with cognitive reappraisal. Relations between the illness representation dimensions and 24 
illness outcomes revealed positive associations of the threat dimensions with psychological 25 
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distress, and negative associations with outcomes such as physical and social functioning, and 1 
psychological well-being. Perceived control was positively associated with functioning, 2 
vitality and psychological well-being, and negatively related to disease state1. The pattern of 3 
effects identified by Hagger and Orbell (2003) have been subsequently corroborated in meta-4 
analyses of subsets of the research literature on the common-sense model (Brandes & Mullan, 5 
2014; Broadbent et al., 2015; Dempster, Howell, & McCorry, 2015; French, Cooper, & 6 
Weinman, 2006; Hudson, Bundy, Coventry, & Dickens, 2014; Mc Sharry et al., 2011). 7 
The typical pattern of relations between representations, coping, and outcomes 8 
derived from previous research neglects to account for the moderating influence of contextual 9 
factors. For example, transactional models of stress and coping indicate that problem-focused 10 
coping strategies may not be adaptive if adopted to manage illnesses that are not controllable 11 
(Lazarus & Folkman, 1984). Emotion-focused strategies may be more effective in these 12 
contexts as they help individuals manage negative emotional reactions caused by the 13 
perceived illness threat. This was recognized by Leventhal et al.’s (1992) ‘goodness-of-fit’ 14 
hypothesis, which indicates that the effectiveness of coping strategies on recovery and illness 15 
progression is context dependent. However, current meta-analytic data do not account for the 16 
effects of these contextual factors (e.g., Dempster et al., 2015; Hagger & Orbell, 2003).  17 
From a theoretical perspective, meta-analyses of studies of the common-sense model 18 
suggest that representations that signal illness threat do not guide individuals to adopt 19 
problem-focused coping strategies as hypothesized by Leventhal et al. (1980) in their original 20 
conceptualization of the model. The meta-analytic research indicates that these beliefs tend to 21 
be related to coping procedures that are emotion-focused, or, at least, not problem focused, 22 
                                                          
1Hagger et al.’s (2003) analysis did not include the emotional representation and illness coherence dimensions 
as few studies at the time had adopted the revised IPQ and there were insufficient studies reporting effect sizes 
for these studies. Studies and quantitative syntheses have since demonstrated statistically significant and 
positive relations between emotional representations and outcomes related to increased illness progression and 
decreased functioning (Broadbent, Petrie, Main, & Weinman, 2006; Mc Sharry, Moss-Morris, & Kendrick, 
2011), while illness coherence has been related to better functioning and well-being (Paddison, Alpass, & 
Stephens, 2008; Karademas, 2012). 
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such as avoidance or denial. From a lay beliefs perspective, such coping responses make 1 
common sense; the immediate management of emotional upheaval is an important first step 2 
in active illness management because emotional distress is likely to interfere with 3 
individuals’ capacity to formulate and engage in problem-focused coping strategies 4 
(Leventhal et al., 1980). This interpretation notwithstanding, threat perceptions are likely to 5 
guide problem-focused coping when the individual has a clear, concrete “reality-bound 6 
picture of a knowable threat and not a mysterious, remote, uncertain, and infinitely 7 
threatening view of the illness process” (Leventhal et al., 1980, p. 20). There is empirical 8 
support for this hypothesis, indicating that threat perceptions (e.g., high perceived 9 
consequences) are related to treatment-seeking coping behaviors such as medication 10 
adherence (Brewer et al., 2002), adherence to medical advice (Karademas, Karamvakalis, & 11 
Zarogiannos, 2009), and self-care behaviors (MacInnes, 2013). Contextual factors such as 12 
illness familiarity and coherence may determine whether threat perceptions lead to problem- 13 
or emotion-focused coping. Current meta-analytic data, therefore, capture overall tendencies 14 
to prioritize emotion management in response to the perceived threat posed by the illness, but 15 
may not reflect instances when the threat informs problem-focused coping efforts. 16 
From an empirical perspective, it is important to note that no prior meta-analytic 17 
synthesis of relations among the constructs of the common-sense model has controlled for the 18 
effects of the other representation, coping, and outcome dimensions since they rely solely on 19 
zero-order relations. Given the consistently strong intercorrelations among representation 20 
dimensions, particularly among the threat dimensions (Hagger & Orbell, 2003), it is likely 21 
that there will be a considerable degree of shared variance among these constructs that will 22 
lead to substantively attenuated effects of illness representation dimensions on coping and 23 
outcome constructs in multivariate analyses relative to the zero-order correlations (e.g., Evans 24 
& Norman, 2009; Griva, Jayasena, Davenport, Harrison, & Newman, 2009). These findings 25 
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highlight the importance of conducting multivariate tests when synthesizing findings using 1 
meta-analysis. This will permit identification of the unique effects of each representation 2 
dimension on coping and outcome constructs controlling for the other dimensions (cf. 3 
Hagger, Chan, Protogerou, & Chatzisarantis, 2016; Hagger & Chatzisarantis, 2016). 4 
A Process Model of ‘Common-Sense’ Illness Representations 5 
Central to the common-sense model is the assertion that individuals’ cognitive and 6 
emotional representations of an illness threat will motivate a coping response to mitigate the 7 
threat and related distress. Conceptually, therefore, specific coping procedures are proposed 8 
to mediate the representation-outcome relations in the model (Figure 2). The inclusion of 9 
multiple representation dimensions along with numerous types of coping responses and 10 
illness outcomes means that specific effects of each illness representation on illness outcomes 11 
through coping strategies can be proposed and tested. From an analytic perspective, therefore, 12 
illness representations “may exert effects [on illness outcomes] by eliciting or suppressing 13 
both adaptive and maladaptive coping responses” (Gould et al., 2010, p. 635).  14 
The accuracy of the process model can be evaluated on two levels. Taking a 15 
generalized perspective, evaluating the extent to which coping mediates relations between 16 
representation dimensions and illness outcomes will provide a test of the sufficiency of the 17 
model. This would be a substantial advance on previous meta-analytic tests of the model 18 
which have relied exclusively on zero-order correlations among constructs, a sub-optimal 19 
approach to testing unique effects in social cognitive models (Hagger, Chan, et al., 2016). 20 
Empirically, examination of the total indirect effects of all representation dimensions on 21 
illness outcomes with all coping constructs as multiple mediators affords an assessment as to 22 
the extent to which coping fully accounts for the impact of representations on outcomes. An 23 
alternative hypothesis would be that a total indirect effect is present, but direct effects also 24 
exist, such that representation dimensions have unique effects on the outcome that are not 25 
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explained by coping. However, if the total indirect effects are found to be trivial or zero in the 1 
presence of the direct effects, it would raise serious questions as to the adequacy of the 2 
process model and could be grounds for its rejection. 3 
The process model also permits a more fine-grained evaluation of the specific coping 4 
mediated pathways by which individual representation constructs relate to outcomes. At this 5 
level, testing for specific indirect effects may provide an indication of pathways not evident 6 
when observing the total indirect effects, and may be ‘missed’ in an evaluation of the model. 7 
For example, illness representations signaling threat (e.g., beliefs that an illness is highly 8 
symptomatic, will have serious consequences, and has a chronic timeline) may compel an 9 
individual to take action to attenuate the threat, consistent with Leventhal et al.’s (1980) 10 
original hypothesis. Such actions may lead to adaptive improvements in illness outcomes. 11 
However, the same representations may also lead an individual to engage in coping strategies 12 
to manage negative feelings evoked by the perceived threat, such as emotion venting or 13 
avoidance. Such strategies may not lead to improvements in disease state and functioning, 14 
although they may make the person feel better. Illness identity, consequences, and timeline 15 
may have two sets of specific indirect effects on illness outcomes through different coping 16 
strategies that are not identified by observation of the total indirect effects alone. 17 
The specific mediated pathways by which illness perceptions relate to outcomes 18 
through coping procedures have seldom been explored in research on the common-sense 19 
model. A few previous tests provide some preliminary evidence for the mediation hypothesis 20 
in the common-sense model. For example, studies have found that perceived consequences 21 
has a positive indirect effect on outcomes like anxiety and depression through emotion 22 
venting and acceptance coping strategies (Benyamini, Gozlan, & Kokia, 2004; Evans & 23 
Norman, 2009; Rutter & Rutter, 2002), while other studies have found a negative indirect 24 
effect on adaptive outcomes like improved mental health and better social functioning 25 
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through avoidance (Heijmans, 1999). These mediation analyses corroborate the pattern of 1 
effects in correlational analyses. However, some mediation analyses revealed indirect effects 2 
that did not conform to this pattern, but are consistent with Leventhal et al.’s proposal that 3 
threat representations motivate problem-focused coping procedures and better illness 4 
outcomes. For example, Brewer et al. (2002) found indirect effects of perceived 5 
consequences on cholesterol levels of hypercholesterolemic patients mediated by medication 6 
adherence, a problem-focused coping strategy. Such findings illustrate the potential for 7 
mediation analyses to reveal process-related effects not evident when observing total indirect 8 
effects or zero-order relations among illness representations, coping strategies, and illness 9 
outcomes. 10 
To date, tests of the process model are limited in that they were selective in the illness 11 
representation and coping dimensions included in their mediation analysis and were restricted 12 
to single illnesses and samples. A stronger evaluation of the process model needs to include 13 
multiple illness representation, coping strategy, and outcome measures simultaneously across 14 
conditions and samples, and adopt appropriate multivariate confirmatory analyses (e.g., path 15 
analysis, structural equation modeling). Such an analysis would permit a test of the 16 
nomological validity of the process model including an explicit test of multiple mediation 17 
effects, and their magnitude and sign, positive or negative (Bagozzi, 1981; Hagger, Chan, et 18 
al., 2016). Our current analysis will also address the limitations of previous tests of the 19 
process model by providing a comprehensive test of the mediational pathways that includes 20 
all illness representation dimensions and multiple coping and outcome variables based on a 21 
cumulative synthesis of findings from empirical research on the common-sense model in 22 
chronic illness. 23 
The Present Review 24 
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The current research is timely given the piqued interest in the common-sense model 1 
(Law, Tolgyesi, & Howard, 2012; Leventhal et al., 2011; Leventhal et al., 2016; Petrie & 2 
Weinman, 2012; Wearden & Peters, 2008) and its processes (Benyamini et al., 2004; Brewer 3 
et al., 2002; Gould et al., 2010), and the proliferation of research testing its component 4 
relations. Based on the foregoing review and critique we aim to test a process model derived 5 
from Leventhal et al.’s common-sense model based on a meta-analytic synthesis of findings 6 
from studies measuring illness representations, coping strategies, and illness outcomes in 7 
patient groups with chronic illnesses or conditions2. A critical mass of studies now exists 8 
making a model test based on a cumulative synthesis of the available literature feasible. Our 9 
analysis will extend previous research by employing a full matrix of correlations, providing a 10 
test of model sufficiency that takes account of shared variance among model constructs, 11 
identifying specific indirect effects, and evaluating contextual moderators of model relations. 12 
Zero-order intercorrelations. The starting point of our analysis is to conduct a meta-13 
analytic synthesis of studies on chronic conditions or illnesses. Across studies, we will 14 
examine the zero-order, univariate patterns of relations among the three sets of variables that 15 
constitute the process model: illness representation dimensions, coping strategies, and illness 16 
outcomes. 17 
Testing the sufficiency of the process model. We will subsequently subject the 18 
corrected zero-order correlation matrix of the representation, coping, and outcome variables 19 
to meta-analytic path analysis (Hagger, Chan, et al., 2016) to test the proposed mediation 20 
effects in the process model. The hypothesized model is depicted in Appendix A 21 
(supplemental materials). For the sake of parsimony, six separate path analyses of the process 22 
model are proposed, one with each illness outcome (disease state, distress, physical 23 
                                                          
2Although there is no universal definition of a chronic illness or condition, there is general consensus on the 
characteristics that constitute chronic illness (Goodman, Posner, Huang, Perekh, & Koh, 2013). For the purposes 
of the current research, we define a chronic illness as a departure from a state of physical or mental well-being 
lasting more than three months (US Department of Health and Human Services, 2011) that likely requires 
ongoing medical care and limits activities of daily living (US Department of Health and Human Services, 2013). 
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functioning, psychological well-being, role functioning, social functioning) as the dependent 1 
variable. In each analysis, the illness representation dimensions will be set as predictors of the 2 
coping constructs, and each coping construct will be set as a predictor of the outcome. The 3 
coping variables will serve as multiple mediators of each illness representation dimension on 4 
the outcome. To test the sufficiency of the model, we propose a generalized hypothesis in 5 
which the illness representation dimensions have statistically significant non-zero total 6 
indirect effects on each illness outcome mediated by the coping constructs with no direct 7 
effects of the representations on outcomes. An alternative model is also envisaged in which 8 
representations are related to outcomes via two pathways: directly, and indirectly through 9 
coping. In this case, the direct relations between representations and outcomes would be 10 
attributable to mediators other than the identified coping constructs. 11 
Testing model pathways. The analysis will also permit examination of specific 12 
indirect coping pathways which might be missed by examining the total indirect effects 13 
alone. In particular, we sought to address inconsistent evidence that threat representations 14 
have positive indirect effects on maladaptive outcomes mediated by emotion-focused coping 15 
(Benyamini et al., 2004; Gould et al., 2010; Rutter & Rutter, 2002), but have also been found 16 
to predict adaptive outcomes mediated by the adoption of problem-focused coping strategies 17 
(e.g., Brewer et al., 2002). Representation dimensions may have multiple effects on adaptive 18 
(e.g., reduced distress, better functioning) and maladaptive (e.g., greater distress, increased 19 
illness state) outcomes through specific coping strategies. These pathways may not have been 20 
observed previously because researchers have not tested comprehensive models in which the 21 
indirect effects of all representation dimensions on illness outcomes are specified through 22 
multiple coping constructs. 23 
Testing for moderators. Previous meta-analyses have observed considerable 24 
heterogeneity in relations among model constructs (Broadbent et al., 2015; French et al., 25 
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2006; Hagger & Orbell, 2003). As a goal of meta-analysis is to identify and explain 1 
heterogeneity unattributed to methodological artifacts such as sampling and measurement 2 
error, we aim to examine the effects of five candidate moderators with methodological and 3 
conceptual bases: study design, illness type, medically-explained versus medically-4 
unexplained illness symptoms, illness stage, and study methodological quality. We aim to test 5 
whether the relations among model constructs differed across moderator groups and plan to 6 
conduct sensitivity analyses testing whether the pattern of effects in the process model varied 7 
substantially across levels of the moderators. 8 
Study design is an important methodological moderator given that effects in social 9 
cognitive models tend to be attenuated when variables identified as antecedents and 10 
consequents are measured at different time points. For example, attenuation may occur due to 11 
patients modifying their illness representations over the time course of the illness due to 12 
experience with treatment, or changes in symptoms. A time lag between self-report measures 13 
also reduces the impact of common method variance, which has the tendency to inflate 14 
correlations (Podsakoff, MacKenzie, Lee, & Podsakoff, 2003). We therefore expect relations 15 
between model constructs to be weaker in studies with prospective and longitudinal designs. 16 
We also plan to make the distinction between correlational and experimental studies as 17 
experimental designs also tend to exhibit weaker relations among constructs relative to 18 
correlational designs. However, few studies have experimentally manipulated illness 19 
representations so it might be unreasonable to expect this distinction to reveal moderation of 20 
model effects. We expect no moderation of the intercorrelations by study design as illness 21 
constructs are typically measured concurrently, regardless of design. 22 
Contextual factors have been identified as key moderators of the effects of illness 23 
representations on coping strategies and illness outcomes (Leventhal et al., 1992; Leventhal 24 
et al., 1980). Illnesses vary in their symptomatology, impact on the patients’ life, chronicity, 25 
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and responsiveness to treatment. We aim to examine the effects of specific illness types on 1 
relations between illness representation dimensions and coping and outcomes. Cancer is an 2 
illness likely to evoke strong negative reactions given its general cultural association with 3 
serious consequences (Erblich, Montgomery, Valdimarsdottir, Cloitre, & Bovbjerg, 2003; 4 
Henderson et al., 2007). We expect studies of cancer patients to report stronger effects of 5 
emotional representations and threat-related cognitive representations on emotion-focused 6 
coping. We also predict stronger effects of cognitive representations on problem-focused 7 
coping given the seriousness of the condition and relatively well-stipulated management 8 
regimens for cancers. We also expect to observe similar patterns of effects in studies of 9 
patients with cardiovascular disease and diabetes given the high prevalence and well-known 10 
debilitative outcomes of these illnesses. These illnesses are also likely to evoke strong 11 
emotional responses and elevated threat beliefs with similar effects on coping and outcomes 12 
in the model (Aalto, Heijmans, Weinman, & Aro, 2005; Mc Sharry et al., 2011). 13 
Another candidate moderator is whether the illness or condition has a medically-14 
supported etiology with clear prognosis and treatment or whether the condition is medically 15 
unexplained (Deary, Chalder, & Sharpe, 2007). Although the existence of a medical 16 
explanation does not necessarily imply congruence between expert and lay representations of 17 
the illness, the presence of a medical explanation provides a greater likelihood that the illness 18 
will be understood by patients and may be manifested in greater perceived coherence and 19 
control with respect to the illness; perceptions that may lead to the adoption of more adaptive 20 
coping strategies. In contrast, conditions with medically-unexplained symptoms (e.g., chronic 21 
fatigue syndrome, forms of chronic pain, fibromyalgia) are likely to be associated with less 22 
coherence, greater perceptions of chronicity and emotional representations, increased 23 
likelihood of attributing symptoms to the condition, and heightened concerns of the impact of 24 
the illness on life. Such perceptions may lead to emotion-focused or avoidant coping 25 
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responses (e.g., catastrophizing thoughts, denial, hypervigilance), which likely lead to 1 
outcomes that are maladaptive from a medical model perspective (Moss-Morris, Spence, & 2 
Hou, 2011). We therefore expect illness representation dimensions signaling threat to be 3 
related to emotion-focused coping strategies such as emotion venting among patients with 4 
medically-unexplained symptoms. Similarly, we expect stronger links between these 5 
dimensions and maladaptive outcomes such as increased distress and lower functioning in 6 
patients with medically-unexplained symptoms. 7 
Stage of illness is a further viable moderator. Consistent with model hypotheses, the 8 
impact of representations on coping strategy selection is expected to vary in accordance with 9 
whether the illness is in an early-stage diagnosis or whether the diagnosis is distal and 10 
experience with the condition is more extensive. As threat perceptions and adverse emotional 11 
responses are likely to be elevated on initial diagnosis, we expect stronger effects of threat 12 
perceptions (consequences, timeline, and identity) and emotional representations on emotion-13 
focused coping strategies, and weaker effects on problem-focused coping strategies, in 14 
studies of recently-diagnosed patients relative to those on patients for whom some time had 15 
elapsed since diagnosis. As patients receive more information and have greater experience 16 
with symptoms and treatment over time, they may adopt more problem-focused coping 17 
strategies in response to threat-related and control representations. Testing for the moderation 18 
effects of illness stage is therefore likely to capture a dynamic process in the model in which 19 
coping responses change with illness and treatment experience (Leventhal et al., 2016). 20 
Consistent with research highlighting the potential of inadequate methodological 21 
quality to bias synthesized effects when conducting meta-analyses (Johnson, Low, & 22 
MacDonald, 2014), we aim to conduct an assessment of the quality of the included studies. 23 
Quality assessments will be used in sensitivity analyses to evaluate whether conclusions 24 
based on the analysis are affected if studies with a high risk of bias were included. 25 
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Method 1 
Literature Search and Inclusion Criteria 2 
An electronic literature search was conducted using Web of Science (1980 to 3 
December, 2013) as the primary database with identical searches conducted in the following 4 
databases: Scopus, OVID PsycARTICLES, and PubMed. The search included the keywords 5 
illness perception, illness cognition, illness representation, illness belief, and common-sense 6 
model. In addition, a cited reference search was conducted to identify articles citing key 7 
theoretical overviews of the common-sense model (e.g., Leventhal et al., 1997; Leventhal et 8 
al., 2003; Leventhal et al., 1992; Leventhal, Leventhal, & Contrada, 1998; Leventhal et al., 9 
1980). Furthermore, efforts were made to obtain any ‘fugitive literature’ (Rosenthal, 1994) in 10 
the form of missing correlations or unpublished datasets by contacting authors directly (see 11 
Appendix B, supplemental materials, for a flowchart of the search, selection, and inclusion 12 
process). 13 
We developed a priori criteria for the inclusion of studies in the meta-analysis. Studies 14 
were considered eligible for inclusion if they reported quantitative relations between one or 15 
more illness representation dimensions from Leventhal et al.’s (1980) common-sense model 16 
and at least one coping or outcome variable directly related to a chronic illness or condition. 17 
Qualitative research (e.g., Bishop & Converse, 1986; Morris & Ogden, 2012), narrative 18 
reviews (e.g., DiMatteo, Haskard-Zolnierek, & Martin, 2012), study protocols (e.g., Gray et 19 
al., 2012), theoretical articles (e.g., Rees, Fry, & Cull, 2001), non-English language articles 20 
(e.g., Balck, Preuss, Hendrischke, & Lippmann, 2012), studies on acute illnesses or 21 
conditions (e.g., Lau, Bernard, & Hartman, 1989; McCarthy, Lyons, Weinman, Talbot, & 22 
Purnell, 2003), studies measuring illness representations but no coping or outcome variables 23 
or scale-development articles (e.g., Chilcot, Norton, Wellsted, & Farrington, 2012; Hagger & 24 
Orbell, 2005), studies measuring illness representations in healthy populations (e.g., Figueiras 25 
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& Alves, 2007), studies using a composite illness representation score (e.g., Chilcot & Moss-1 
Morris, 2013), studies on hypothetical reactions to illnesses (e.g., Karademas, Bati, Karkania, 2 
Georgiou, & Sofokleous, 2013), studies on screening behavior or other preventive measures 3 
in healthy samples (e.g., Anagnostopoulos et al., 2012), studies on conditions that are part of 4 
a normal variation in health state rather than a chronic illness or condition such as menopause 5 
(e.g., Hunter & O’Dea, 1999), studies involving representations of mental disorders (e.g., 6 
Lobban, Barrowclough, & Jones, 2005), and studies adopting proxy measures of illness 7 
representations in others (e.g., Janse, Sinnema, Uiterwaal, Kimpen, & Gemke, 2005) did not 8 
meet the inclusion criteria and were excluded. 9 
Included Studies and Characteristics 10 
The literature research identified 333 articles that met inclusion criteria on initial 11 
screening (Appendix C, supplemental materials). A substantial proportion of the eligible 12 
articles (k = 172) did not report the necessary data for the analysis. The corresponding authors 13 
of these articles were contacted to obtain additional data. We were unable to source the 14 
unreported data for 39 articles, and several articles either reported data from multiple samples 15 
within a single study or comprised overlapping samples (multiple studies using the same 16 
data). Details of articles providing multiple and overlapping samples are provided in Tables 1 17 
and 2 in Appendix D (supplemental materials). The final sample comprised 254 studies with 18 
270 independent samples and a total sample size of 52,599. Summary characteristics of the 19 
included studies including sample sizes, study design, demographic details, illness types 20 
encompassed by the studies, moderator coding, and additional variables are provided in Table 21 
3 in Appendix E (supplemental materials). Studies focused on a diverse range of illnesses and 22 
conditions with forms of cardiovascular disease (k = 36), diabetes (k = 32), cancers (k = 22), 23 
arthritis (k = 16), forms of chronic pain (k = 12), chronic obstructive pulmonary disease (k = 24 
9), end-stage renal disease (k = 9), chronic fatigue (k = 7), multiple sclerosis (k = 7), irritable 25 
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bowel syndrome (k = 6), psoriasis (k = 6), and hypertension (k = 4) the most frequently cited. 1 
Studies were largely focused on older samples (median of the average sample age reported in 2 
studies = 52 years) with most studies having approximately equal ratios of females and 3 
males. Single sex samples were usually due to studies targeting illnesses that generally affect, 4 
or occur exclusively in, females (e.g., cervical cancer) or males (e.g., prostate cancer). Other 5 
than measures of illness representations, coping strategies, and illness outcomes, a number of 6 
studies also included concurrent measures of belief-based, social cognitive, and individual 7 
difference constructs. Prominent among these constructs were beliefs about treatment, 8 
particularly beliefs about medicines measured by the beliefs about medicines questionnaire 9 
(BMQ; Horne, Weinman, & Hankins, 1999), and personality constructs, including constructs 10 
from the ‘big five’ personality traits (e.g., Skinner, Hampson, & Fife-Schaw, 2002), optimism 11 
and pessimism (e.g., Heijmans & De Ridder, 1998b), and positive and negative perfectionism 12 
(e.g., Moss-Morris et al., 2011). Studies tended to include these additional variables as 13 
predictors of target outcomes alongside constructs from the common-sense model and 14 
findings are summarized in Table 3 (Appendix E, supplemental materials). 15 
Classification of Illness Representations 16 
Studies were relatively consistent in the instruments employed to measure illness 17 
representations, relying largely on previously-validated and standardized generic 18 
questionnaires based on Leventhal et al.’s (1980) illness representation dimensions of cause, 19 
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control, consequences, identity, and timeline3.  Specifically, 95% of the included studies used 1 
either the illness perception questionnaire (IPQ; Weinman et al., 1996), the revised illness 2 
perception questionnaire (IPQ-R; Moss-Morris et al., 2002), or the brief illness perceptions 3 
questionnaire (BIPQ; Broadbent et al., 2006) to measure illness representations. The latter 4 
two questionnaires included two additional illness representation dimensions, illness 5 
coherence and emotional representations, and effect sizes for these dimensions were also 6 
included in the present analysis. The illness representation dimensions of the IPQ, IPQ-R, and 7 
BIPQ have direct equivalence given that they are all derived from the same root scale, and 8 
the dimension structure of the three measures have exhibited adequate construct, predictive, 9 
and discriminant validity and satisfactory internal consistency (e.g., Broadbent et al., 2006; 10 
Hagger & Orbell, 2005; Moss-Morris et al., 2002). The remaining 5% of the studies 11 
employed either the diabetes illness representation questionnaire (DIRQ; Skinner et al., 12 
2003), personal models of diabetes interview and questionnaire (Hampson, Glasgow, & 13 
Toobert, 1990), the implicit models of illness questionnaire (IMIQ; Turk, Rudy, & Salovey, 14 
1986), the diabetes care profile (DCP; Fitzgerald et al., 1996), or non-validated measures of 15 
cognitive representations based on Leventhal et al.’s (1980) common-sense model (e.g., 16 
Eiser, Riazi, Eiser, Hammersley, & Tooke, 2001; Kemp, Morley, & Anderson, 1999). 17 
In order to ensure consistency in the measures of illness representation dimensions 18 
across studies, we conducted a content analysis of all illness representation dimensions 19 
employed across studies, identical to the procedure described by Hagger and Orbell (2003). 20 
                                                          
3We noted considerable heterogeneity in measures of the cause dimension, which created difficulties in 
classifying its components into meaningful categories as it has been largely defined in terms of illness-specific 
causes or has been aggregated into dimensions that vary widely across studies. In line with Hagger and Orbell 
(2003), we excluded the cause dimension from the meta-analysis. It should also be noted that the revised illness 
perception questionnaire (IPQ-R; Moss-Morris, Weinman, Petrie, Horne, Cameron, & Buick, 2002) included an 
additional timeline dimension, timeline: cyclical. Due to the relatively small number of studies employing this 
subscale, we restricted our analysis to the timeline: acute/chronic dimension. Therefore, in the remainder of this 
article, timeline is synonymous with timeline: acute/chronic dimension. In addition, some instruments (e.g., 
IPQ-R, Moss-Morris et al., 2002; BIPQ, Broadbent, Petrie, Main, & Weinman, 2006) distinguish between 
personal control and treatment control while others employ a single control dimension (e.g., IPQ, Weinman, 
Petrie, Moss-Morris, & Horne, 1996). We adopted the classification with a single control dimension and 
therefore combined the personal and treatment control dimensions in studies measuring both components. 
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We coded the measures on the basis of content and label into the six illness representation 1 
dimensions: control, consequences, identity, timeline, emotional representations, and illness 2 
coherence. For instance, the seriousness, control, and symptoms dimensions from Hampson 3 
et al.’s (1990) personal models inventory were coded as equivalent to the consequences, 4 
control, and identity dimensions from the common-sense model. Similarly, the DIRQ (2003) 5 
perceived threat to health and perceived impact dimensions were coded as equivalent to the 6 
consequences dimension, and the effectiveness to prevent future complications and 7 
effectiveness to control diabetes dimensions were coded as equivalent to the control 8 
dimension. In order to provide external validity for our coding, the coding scheme was 9 
confirmed by three raters who independently conducted the classification procedure based on 10 
formal definitions of the six illness representation dimensions. Inter-rater reliability indicated 11 
perfect agreement among the raters (Cohen’s κ = 1.00). 12 
Many of the included studies used modified versions of the IPQ-R to assess the 13 
specific illness or condition of interest. In addition, the IPQ-R was translated, validated and 14 
standardized for various populations. Studies followed standard IPQ-R scoring procedures 15 
such that higher scores on the consequences, identity, timeline, and emotional representation 16 
dimensions reflected more serious consequences, greater symptom frequency, chronic 17 
duration, and heightened negative emotional reactions. In contrast, high scores on the control 18 
and coherence dimensions represented greater perceived control over, and a clearer 19 
understanding of, the illness. 20 
Classification of Coping Strategies 21 
The present sample of studies used a large number of instruments to measure coping 22 
strategies, many of which were based on cognitive-motivational-relational models of stress 23 
and coping (e.g., Carver et al., 1989; Lazarus & Folkman, 1984). A key task in the present 24 
meta-analytic synthesis was to classify measures used to tap coping strategies in the current 25 
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sample and classify them into conceptually-distinct categories based on theory. Many of the 1 
studies in the sample adopted generic, previously-validated questionnaires to assess coping 2 
strategies, such as the COPE inventory (Carver et al., 1989), the ways of coping checklist 3 
(WCCL; Vitaliano, Russo, Carr, Maiuro, & Becker, 1985), ways of coping questionnaire 4 
(WOCQ; Folkman & Lazarus, 1988), and the Utrecht coping list (UCL; Schreurs, Van Der 5 
Willige, Tellegen, & Brosschot, 1988).  6 
Following Hagger and Orbell’s (2003) classification procedure, we identified six 7 
distinct coping categories, five of which reflected the general scope and content of the pool of 8 
generic coping scales, namely avoidance, cognitive reappraisal, emotion venting, problem-9 
focused coping (generic strategies), and seeking social support (see Appendix F, 10 
supplemental materials, for classification of constructs from generic coping measures into 11 
coping categories). A sixth coping category, labelled problem-focused specific coping 12 
strategies, encompassed active attempts to address the illness by means of specific illness-13 
related coping behaviors, such as medication and dietary adherence, illness-related self-care 14 
behaviors, and attendance at illness-related medical appointments (see Appendix G, 15 
supplemental materials, for the classification of non-generic coping measures into coping 16 
strategies). We employed three independent raters with expertise in health psychology and 17 
theories of stress and coping to code measures of coping into the six a priori categories based 18 
on formal definitions of the six coping categories and the content of the source items of the 19 
scales used to tap the constructs (see Appendixes F and G, supplemental materials). Inter-20 
rater reliability coefficients indicated good agreement between the raters for each coping 21 
dimension category (Fleiss-corrected κ = .91). Differences in classifications were discussed 22 
among the raters with respect to the category definition and item content with resolution 23 
based on consensus between all three raters. 24 
Classification of Illness Outcomes 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 27 
Given the range of measures used to tap illness-related outcomes in the current 1 
sample of studies, it was also important to categorize illness outcome measures into distinct 2 
categories. As with the coping strategies, we adopted Hagger and Orbell’s (2003) procedure 3 
to code the outcome measures into relevant categories. We identified six distinct illness 4 
outcome categories a priori: disease state, physical functioning, psychological distress, 5 
psychological well-being, role functioning, and social functioning. Although Hagger and 6 
Orbell included a seventh category, vitality, this category was merged with the psychological 7 
well-being category in the present analysis due to considerable overlap in the content of 8 
measures used to tap constructs across these categories. While many of the studies adopted 9 
self-report psychometric instruments to tap the outcome variables such as the Medical 10 
Outcomes Short Form Health Survey (SF-36; Ware & Sherbourne, 1992) or the Hospital 11 
Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983), it is important to note that 12 
objective measures of outcomes were also coded, particularly for the disease state category, 13 
which reflects the degree of progression of the illness or condition (e.g., glycosylated 14 
hemoglobin (HbA1c) in diabetic patients, CD4 count in patients with HIV). Three raters 15 
coded the item content of the illness outcome measures from the source instruments with the 16 
operational definitions of the construct categories used in the current analysis with strong 17 
agreement across raters (Fleiss-corrected κ = . 92). Differences in classifications were 18 
discussed among the raters with respect to the category definition and item content with 19 
resolution based on consensus between all three raters. Results of the classification of each 20 
outcome measure or questionnaire subscale into outcome categories and the individual 21 
studies that utilized each measure are provided in Appendix H (supplemental materials). 22 
Meta-Analytic Strategy 23 
The effect size metric of interest in the present meta-analysis was the zero-order 24 
correlation coefficient. We conducted separate meta-analyses of intercorrelations among the 25 
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illness representation and coping strategy dimensions, and of correlations between the 1 
representation, coping and outcome dimensions, resulting in 138 effect sizes4. Hunter and 2 
Schmidt’s (2004) formulas were adopted to correct the effect sizes for statistical artefacts. 3 
The Hunter and Schmidt approach is equivalent to a random effects model for meta-analysis 4 
and is considered optimal as it provides estimates that are generalizable to the population 5 
rather than to the sample of included studies alone (Field, 2001; Hagger, 2006; Hunter & 6 
Schmidt, 2000). We corrected the effect sizes for both sampling and measurement error and 7 
utilized the zero-order correlation coefficient as the effect size metric. The meta-analyses 8 
were conducted using the MetaQuick (Stauffer, 1996) and Comprehensive Meta-Analysis 9 
Version 2 (Borenstein, 2011) statistical software. In the event that a particular category of our 10 
key variables was represented by more than one construct in a specific study (e.g., the 11 
positive reintegration and acceptance scales from the COPE inventory were both classified 12 
into the cognitive reappraisal coping category), the average of the correlation coefficients was 13 
taken to provide a single test of the expressed relationship for use in the meta-analysis 14 
consistent with Hunter and Schmidt’s (2004) methods. Studies reporting effect size data in 15 
other metrics (e.g., standardized mean difference) were converted to correlation coefficients. 16 
We corrected for measurement error using Cronbach alpha reliability coefficients of the 17 
constructs used in each effect size calculation. Where reliability statistics were unavailable, 18 
measurement error was inferred from available attenuation statistics using Stauffer’s (1996) 19 
formula. 20 
The analyses provided key summary statistics of the effects among illness 21 
representations, coping strategies and illness outcomes: the uncorrected averaged correlation 22 
coefficient for the effect (r), the averaged correlation corrected for sampling error only (r+), 23 
the fully-corrected averaged correlation coefficient corrected for both sampling and 24 
                                                          
4Raw data files used to conduct the meta-analysis for each effect are available online at https://osf.io/g48nt/ 
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measurement error (r++), 95% confidence intervals (CI95) of the fully-corrected averaged 1 
correlation which provided a formal test of statistical significance for each effect, and the 2 
variance in the fully-corrected averaged correlation accounted for by the statistical artefacts 3 
of sampling and measurement error. If the vast majority of the variance in the averaged effect 4 
size can be accounted for by statistical artifacts – Hunter and Schmidt (2004) recommend a 5 
75% cut-off criterion – then the effect should be considered homogenous (i.e., free from bias 6 
other than sampling and measurement error). If the proportion of the variance falls below this 7 
criterion, then it is likely that there is substantial variance in the effect size across the studies 8 
that cannot be attributed to methodological artifacts and indicates the possibility that 9 
additional variance in the effect exists across the studies that can be attributed to extraneous 10 
or ‘moderator’ variables. We also report Cochran’s (1952) Q statistic, which provides a 11 
formal test of the hypothesis that variation in effect sizes across studies is greater than that 12 
expected on the basis of sampling error alone. Given that the number of studies (k) varies 13 
across meta-analyses, the Q-statistic cannot be compared across analyses. An alternative is 14 
offered by the I2 statistic and its confidence interval (Higgins & Thompson, 2002). The I2 is 15 
the proportion of the observed variance in the averaged effect size relative to the variance 16 
attributable to sampling error alone expressed as a percentage (Borenstein, Higgins, Hedges, 17 
& Rothstein, 2017). I2 values of 25%, 50%, and 75% are said to represent low, medium, and 18 
high levels of heterogeneity in the averaged effect size, respectively (Higgins, Thompson, 19 
Deeks, & Altman, 2003). An I2 value that exceeds 25% with large confidence intervals and a 20 
lower bound that includes the value of zero is indicative of substantial heterogeneity in the 21 
effect (Huedo-Medina, Sánchez-Meca, Marín-Martínez, & Botella, 2006) and should prompt 22 
a search for extraneous moderators of the effect. Reporting the between-study or 23 
heterogeneity variance (τ2) for each averaged effect size is also recommended. Small values 24 
for τ2 are indicative of low heterogeneity in the effect size across studies. Finally, we 25 
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evaluated the presence of small-study bias in the sample of effect sizes by computing 1 
statistics based on plots of the effect size from each study against study precision (usually the 2 
reciprocal of the study sample size). Asymmetry in the predicted ‘funnel’ shape of the plots is 3 
considered evidence of small study bias, that is, the tendency for studies included in the 4 
analysis to exhibit large effects relative to their size. This is often interpreted as a potential 5 
indicator of publication bias and the tendency for journals to favor statistically significant 6 
findings in underpowered studies. Specifically, we used Egger, Davey Smith, Schneider, and 7 
Minder’s (1997) regression test, which indicates the extent to which effect sizes are predicted 8 
by study precision and Duval and Tweedie’s (2000) ‘trim and fill’ technique, which identifies 9 
studies that deviate from the expected shape of the ‘funnel’ plot and adjusts the plot for 10 
missing studies to make it more symmetric. 11 
Moderator Coding and Analyses 12 
Assuming substantive, non-trivial variability in the effect sizes of the relations in the 13 
illness representation, coping, and outcome constructs unattributed to the statistical artifacts 14 
we corrected for in the model, we aimed to examine the effect of moderators of the model 15 
effects. A series of candidate moderator variables was identified and coded in the current 16 
analysis: study design, illness type, medically-explained versus medically-unexplained 17 
symptoms, illness stage, and study methodological quality. Moderator coding is presented in 18 
Table 3 (Appendix E, supplemental materials). We evaluated the effects of the moderator on 19 
correlations between the illness representation, coping, and outcome variables across studies 20 
by conducting separate meta-analyses for each level of the moderator5. Differences in the 21 
corrected correlations across moderator groups were evaluated by inspection of the 95% 22 
confidence intervals about each correlation with Welch’s t-test providing a formal test of 23 
difference. 24 
                                                          
5Raw data files used to conduct the moderator analyses for each effect including moderator coding are available 
online at https://osf.io/g48nt/ 
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Study design. Study design was coded as cross-sectional, longitudinal, or intervention. 1 
Studies measuring all study variables at a single point in time were coded as cross-sectional. 2 
This included studies adopting longitudinal or intervention designs that only reported 3 
correlational data at a single time point or independent of the intervention. Studies adopting 4 
designs in which either coping or outcomes were measured at a distal point in time relative to 5 
the illness representation dimensions were coded as longitudinal. Studies including an 6 
intervention or experimental component targeting change in illness representations, and 7 
change in a subsequent behavior or illness-related outcome, were coded as intervention. 8 
However, these studies numbered very few (3.2%) and, in many cases, data were unavailable 9 
(1.5%), which precluded moderator comparisons between groups of studies adopting 10 
intervention or experimental designs and groups of studies with cross-sectional and 11 
longitudinal designs. 12 
Illness type. Coding of illness type was based on the description of the illnesses 13 
reported in the study. Studies were classified as having cancer as the target illness if study 14 
participants had received a cancer diagnosis or were undergoing cancer screening. Studies 15 
were classified as having diabetes as the target illness if the patient group comprised either 16 
type I or type II diabetics. Studies were classified as targeting cardiovascular disease if the 17 
patient group was described as having experience with, or diagnosis for, a form of 18 
cardiovascular disease including acute coronary syndrome, angina, atrial fibrillation, cardiac 19 
chest pain, coronary artery/heart disease, heart failure, hypercholesterolemia, myocardial 20 
infarction, and stroke. In the case of each illness type moderator, the contrasting moderator 21 
group comprised the remaining studies in which the target illness was absent. 22 
Medically-explained versus medically-unexplained symptoms. Illnesses and 23 
conditions were classified as those with medically-explained symptoms and medically-24 
unexplained symptoms by two independent researchers with research experience in 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 32 
behavioral medicine. Studies describing the target illness or condition of the study as having 1 
unknown or uncertain etiology, or if the symptoms of the illness or condition are known to 2 
have unknown or uncertain causes, were classified as having medically-unexplained 3 
symptoms with the remaining illnesses classified as having medically-explained symptoms. 4 
Inter-rater reliability for the coding of studies for medically-explained and medically-5 
unexplained illnesses resulted in good inter-rater reliability (intraclass correlation = .83; CI95 6 
= .78, .86). Inconsistencies were resolved through discussion and consultation with medical 7 
definitions of the reported conditions alongside the description of the illness and patient 8 
group reported in the studies. 9 
Illness stage. Illness stage was coded as time since diagnosis. Studies on patients who 10 
received their diagnosis at four weeks or earlier prior to study data collection were classified 11 
as recently diagnosed while studies on patient groups who had received their diagnosis more 12 
than four weeks prior to data collection were classified as having a non-recent diagnosis. A 13 
third category was identified for samples comprising both patients who had received a recent 14 
diagnosis and patients who had not received their diagnosis recently. 15 
Study methodological quality. Study quality was assessed using a methodological 16 
quality checklist developed for the current study. Given that the current sample comprised 17 
exclusively of studies adopting survey methods and largely adopted correlational designs, our 18 
checklist was based on those developed for these types of study. Checklist content was 19 
adapted from the National Institutes of Health Quality Assessment Tool for Observational 20 
Cohort and Cross-Sectional Studies (National Institutes of Health, 2014) supplemented with 21 
items from other checklists developed for the assessment of studies with survey, 22 
questionnaire, and cross-sectional designs (Husebø, Dyrstad, Søreide, & Bru, 2012; Jack, 23 
McLean, Moffett, & Gardiner, 2010; Oluka, Nie, & Sun, 2014). The checklist assessed 16 24 
criteria, 13 of which were relevant to all studies while a further three (sample 25 
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representativeness, loss to follow-up, follow-up measures) were only relevant to longitudinal 1 
or intervention studies. A full list of checklist criteria, item descriptions, and required quality 2 
standards is presented in Table 4 (Appendix I, supplemental materials). Studies meeting 3 
quality standards were assigned a score of 1 for each criterion and those not meeting the 4 
quality standard or provided insufficient information to evaluate the criterion were assigned a 5 
score of zero. Cross-sectional studies could achieve a maximum score of 13 and longitudinal 6 
studies a maximum score of 16. We weighted the scores for purposes of comparison by 7 
dividing raw scores by the number of relevant items and multiplying by 10. 8 
Studies were scored on the checklist by a researcher with experience in the use of 9 
methodological quality checklists6. One study could not be scored because the relevant data 10 
were not available and was omitted from subsequent analyses. A subset of the sample of 11 
studies (N = 20) was independently scored by two other researchers with high agreement 12 
between raters across items (mean agreement = 94.17%) and inter-rater reliability (mean 13 
Fleiss’ κ = .82). Inconsistencies were resolved through discussion and attributed to minor 14 
interpretation errors of the quality standard for two criteria. The criteria were subsequently 15 
revised on the basis of the discussion and applied to the coding of the entire sample. We 16 
coded two methodological quality categorical variables for use in our analysis. After a tertile 17 
division of the studies by checklist score, studies with scores in the upper third were 18 
classified as high quality and those in the lower third classified as low quality7. This strategy 19 
allows comparisons of studies with extreme scores but also reduces the sample size. We 20 
therefore coded an additional moderator variable based on a cut-off checklist score (Husebø 21 
                                                          
6A spreadsheet of methodological quality scores for each study included in the analysis is available online at 
https://osf.io/g48nt/ 
7There were multiple studies with scores on the methodological quality checklist at the tertile cut points, so we 
adopted an inclusive strategy so that all studies with scores falling on the cut-points were classified in the upper 
and lower thirds. This led to slightly unequal numbers of studies in the upper (high quality studies; k = 91) and 
lower (low quality studies; k = 74) thirds. 
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et al., 2012; Jack et al., 2010). Studies achieving weighted scores of 6 or greater on the 1 
checklist were classified as high quality and with scores below 6 classified as low quality. 2 
Testing the Process Model 3 
We used the meta-analytically derived corrected correlations to test hypotheses of the 4 
proposed process model in which the effects of illness representations on illness outcomes are 5 
mediated by coping strategies. Analyses were conducted using the MPlus v. 7.31 statistical 6 
software (Muthén & Muthén, 2012) with the corrected correlation matrices from the meta-7 
analysis used as the input matrices8. In order to minimize complexity, we estimated separate 8 
path analyses for each of the six illness outcomes. Each model included the six illness 9 
representation dimensions as exogenous independent predictors of the illness outcome 10 
mediated by multiple pathways through the coping strategies. We tested two models for each 11 
outcome. The first (Model 1) assumed that the effects of the illness representations were fully 12 
mediated by the coping strategies, and, as such, no direct pathways were freed between the 13 
illness representation dimensions and illness outcome. This model assumes that the coping 14 
constructs are sufficient in accounting for relations between the representation dimensions 15 
and illness outcome. The model under consideration is a generalized process model, so we 16 
included all possible pathways between the representation and coping constructs and between 17 
the coping and outcome constructs. The second model (Model 2) included direct effects of 18 
the illness representation dimensions on the outcomes. This model assumed that the 19 
mediation effects were not sufficient in accounting for the representation-outcome relations 20 
and non-zero direct effects exist. Comparison of the fit of each model with the data provided 21 
an indication as to whether the coping constructs were adequate in accounting for the effects 22 
of illness representations on illness outcomes (Model 1) or whether substantive direct effects 23 
of the illness representations remain in the presence of the mediated paths through coping 24 
                                                          
8Full correlation matrices used as input for the path analyses are available online at https://osf.io/g48nt/ 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 35 
(Model 2). Comparisons of nested models are usually made on the basis of incremental fit 1 
indexes based on the model χ2 test, such as the comparative fit index (CFI). CFI values 2 
exceeding .95 indicate a well-fitting model and CFI differences across models exceeding .01 3 
indicate substantial model misspecification (Cheung & Rensvold, 2002). However, as the 4 
model including both direct and indirect effects (Model 2) was a saturated model, 5 
comparisons based on the goodness-of-fit χ2 test and incremental fit indices would not permit 6 
model comparisons given that fit for Model 2 would be perfect (CFI = 1.000). Nevertheless, 7 
absolute CFI values for Model 1 give an indication of the levels of misspecification in the 8 
model (CFI values < .95) when direct paths from illness representations to illness outcomes 9 
are not set as free parameters. As an alternative, model comparisons were made on the basis 10 
of Akaike’s information criterion (AIC) based on the log likelihood ratio test, with the lowest 11 
absolute values indicating the model with the best fit. The average study sample size was 12 
used as the input sample size for each model, due to the variability in the number of studies 13 
contributing to each cell in the corrected correlation matrix. 14 
Hypothesized effects of the models were evaluated using parameter estimates 15 
expressed as standardized regression coefficients (β) and their 95% confidence intervals. Two 16 
types of indirect effect were estimated: (a) total indirect effects representing the overall 17 
indirect effect of illness representation dimensions on each outcome through all coping 18 
constructs, and (b) specific indirect effects representing the indirect effects of individual 19 
representation dimensions on each outcome through each coping construct. For the model 20 
incorporating both direct and indirect effects (Model 2), we also computed the total effects as 21 
the sum of the direct effects of illness representation dimensions on outcomes and the total 22 
indirect effects through all coping constructs. 23 
As our analyses were based on relatively large sample sizes, many smaller effects 24 
were likely to achieve statistical significance (Seaton, Marsh, & Craven, 2010). Although the 25 
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sample sizes used to estimate the models for each outcome variable were relatively 1 
conservative (N range = 10,574 to 12,594), and far short the total sample size (N = 52,599), 2 
the likelihood of small effects obtaining statistical significance was still high. Given the 3 
dependency of the statistical significance of our parameter estimates in our model tests on 4 
sample size, we focused on effect size when evaluating the effects in our models. Based on 5 
Seaton et al. (2010), standardized parameter coefficients (β) of .10 or larger were considered 6 
substantive and very small coefficients (β < .075) regarded as trivial even if they achieved 7 
statistical significance. Parameter estimates for indirect effects, however, tend to be much 8 
smaller and with smaller standard deviations. A suggested effect size statistic is the mediation 9 
proportion or relative indirect effect (PM), which represents the proportion of the total effect 10 
mediated by the indirect effect (Ditlevsen, Christensen, Lynch, Damsgaard, & Keiding, 2005; 11 
Huang, Sivaganesan, Succop, & Goodman, 2004). In cases where both direct and indirect 12 
effects were present in the process model, such as when the illness representation dimensions 13 
predict outcomes directly and indirectly through coping constructs, the PM statistic provides 14 
an indication of the relative contribution the indirect effect of interest makes to the overall 15 
effect. 16 
In addition, we conducted sensitivity analyses to illustrate the extent to which the 17 
large sample sizes in the current meta-analysis affected the precision and statistical 18 
significance of the parameter estimates in our models, and whether these changes affected our 19 
inferences. In the sensitivity analyses, our models were re-estimated with substantively 20 
smaller sample sizes. Specifically, we used the largest sample size of the included studies (n 21 
= 3,130) and a sample size that approximated the average of the five next-largest sample sizes 22 
of the included studies (n = 1,000) as input sample sizes. Given that variability estimates and 23 
significance tests associated with the effect sizes are influenced by sample size, we expected 24 
the width of the 95% confidence intervals of the parameter estimates in the models to 25 
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progressively increase, and that smaller effects would be more likely to become statistically 1 
non-significant, with declining sample size. In such cases, the estimated effect may be 2 
rejected even if it is not trivial in size. 3 
We also conducted additional sensitivity analyses comparing model effects across 4 
levels of the candidate moderator variables. We estimated the proposed models (Model 1 and 5 
Model 2) using the meta-analyzed mean correlation matrices in each moderator group. We 6 
compared overall fit of model across levels of the moderator using the AIC to determine 7 
whether the moderator affected our determination of which model exhibited best fit derived 8 
from the full-sample analysis. We also report the CFI for each model, with absolute values 9 
for Model 1 illustrating the level of misspecification in the model when direct effects were 10 
fixed to zero. In addition, we tested whether the pattern of effects in each model varied across 11 
moderator levels using multi-group path analysis. In these analyses, paths among the illness 12 
representation, coping, and outcome variables were set to be invariant across the models 13 
estimated at each level of the moderator by imposing a set of equality constraints. We 14 
conducted the multi-group analysis for Model 1 and Model 2, with additional constraints 15 
specified in Model 2 to test for invariance in the direct effects of the illness representation 16 
dimensions on the outcome variable. Adequacy of the multi-group models was evaluated 17 
using multiple recommended criteria for goodness-of-fit: the CFI, the normed fit index (NFI), 18 
and the root mean square error of approximation (RMSEA), with values exceeding .95 for the 19 
CFI and NFI and .050 or less for the RMSEA. Incorrectly-imposed constraints indicating 20 
paths that are non-invariant across levels of the moderator will result in misspecification in 21 
the model fit. As with the path models estimated on the full sample of studies, sensitivity 22 
analyses were conducted separately for each of the six outcome variables (disease state, 23 
psychological distress, psychological well-being, and role, social, and physical functioning). 24 
Results 25 
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Corrected correlations 1 
Averaged correlation coefficients corrected for sampling and measurement error for 2 
all variables in the meta-analysis are appear in Table 5 in Appendix J (supplemental 3 
materials) with confidence intervals, variability and heterogeneity statistics, and analyses 4 
based on funnel plots. Intercorrelations among illness representation dimensions yielded a 5 
pattern consistent with results of previous meta-analytic findings (Hagger & Orbell, 2003). 6 
Specifically, the identity, serious consequences, timeline, and emotional representation 7 
dimensions were statistically significantly and positively related to each other, and 8 
significantly and negatively related to the perceived control and illness coherence 9 
dimensions. The only exception to this pattern was the coherence-timeline relationship, 10 
which was not statistically significant. Perceived control and illness coherence were 11 
significantly and positively correlated. 12 
Relations between illness representations and coping strategies, and between coping 13 
strategies and illness outcomes, were also consistent with previous analyses. The identity, 14 
serious consequences, and timeline dimensions were statistically significantly and positively 15 
associated with emotion venting and avoidance coping strategies, and not significantly related 16 
to the cognitive reappraisal, problem-focused generic, and problem-focused specific coping 17 
strategies. Emotional representations were significantly and positively related to the emotion 18 
venting and avoidance coping strategies, and negatively related to cognitive reappraisal and 19 
problem-focused generic strategies. Analogously, the identity, consequences, timeline, and 20 
emotional representation dimensions were significantly and positively correlated with disease 21 
state and psychological distress, and significantly and negatively related to physical, role, and 22 
social functioning, and psychological well-being. Perceived control and illness coherence 23 
were significantly and positively related to cognitive reappraisal, problem-focused generic, 24 
problem-focused specific, and seeking social support coping strategies, and significantly and 25 
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negatively related to avoidance, with the exception of the relation between coherence and 1 
social support. Similarly, control and coherence were significantly and positively associated 2 
with physical, role, and social functioning, and psychological well-being, with the exception 3 
of the correlation between coherence and social functioning. 4 
Focusing on the heterogeneity statistics, according to both Hunter and Schmidt’s 5 
(2004) 75% rule and Cochran’s Q statistic, all but 13 of the 138 effects were found to have a 6 
statistically significant degree of heterogeneity across studies, indicating the likely presence 7 
of moderator variables acting on the observed relationships. This was corroborated by the I2 8 
statistic, which showed at least moderate heterogeneity for the majority of the effect sizes 9 
(Huedo-Medina et al., 2006). Heterogeneity variance (τ2) values were, however, relatively 10 
small. Tests of bias indicated that 44% of effect sizes were subject to some degree of small-11 
study bias according to Duval and Tweedie’s (2000) trim and fill technique, and 27% of 12 
effect sizes according to Egger and colleagues’ (1997) regression test. While these results 13 
appear to point to deviations from the expected pattern in funnel plots and potential small 14 
study bias for some of the effects, the high degree of heterogeneity is a cause for concern 15 
given that problems have been identified with interpreting these statistics in the presence of 16 
substantial heterogeneity (Gervais, 2015; Johnson & Eagly, 2014; Moreno et al., 2009). 17 
Findings indicating substantial bias using these tests in the current analysis should, therefore, 18 
be interpreted in light of this concern. 19 
Moderator Analyses 20 
We examined the effect of moderators on correlations among the illness 21 
representation, coping strategies, and illness outcome constructs across studies by conducting 22 
our meta-analysis at each level of the candidate moderators: study design, illness type, 23 
medically-explained and medically-unexplained symptoms, illness stage, and methodological 24 
quality. Averaged corrected correlations, confidence intervals, and heterogeneity statistics 25 
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from the moderator analyses are presented in Table 6 in Appendix K (supplemental 1 
materials). In all cases, we found little evidence for moderator effects. Of the 138 effects9 2 
tested in each analysis, fewer than seven effects per moderator were significantly different 3 
across levels of the moderator and there was substantive overlap in confidence intervals in the 4 
vast majority of the tests. In addition, the analyses did little to resolve the heterogeneity in the 5 
effect sizes with moderate-to-high heterogeneity according to I2 values and significant values 6 
for Q observed for effects within each moderator group. Of the correlations that did exhibit 7 
statistically significant differences, many included moderator groups with low numbers of 8 
studies (k < 10); in such cases the confidence intervals, t-tests, and heterogeneity tests may 9 
not be reliable. Overall, there was little indication of systematic variation in effect sizes 10 
attributable to the candidate moderators in the current analyses. 11 
Path Analyses of the Process Model 12 
Sufficiency of the process model derived from the common-sense model (Appendix 13 
A, supplemental materials) was tested using a series of mediated path-analytic models using 14 
the averaged corrected correlation matrices among the illness representation, illness outcome, 15 
and coping constructs as input10. Separate analyses for each illness outcome construct 16 
                                                          
9There were fewer than the full 138 tests in some of the moderator analyses because some moderator groups had 
insufficient studies (k < 2) to conduct the analysis. 
10Correcting for methodological artifacts is known to increase the magnitude of effect sizes, perhaps more than 
is appropriate, which may lead to over- or under-estimation of the true effect sizes (see Johnson & Eagly, 2014; 
Köhler, Cortina, Kurtessis, & Gölz, 2015). For example, interdependency between the reliability estimates of 
predictor and criterion variables of a particular effect could effectively lead to ‘double correction’ for 
measurement error (Köhler et al., 2015). Such corrections may lead to an inflation of effect sizes and increase 
the probability of finding statistically significant effect sizes. In order to ascertain the extent to which 
interdependency of reliabilities was a problem, we followed the recommendations of Köhler et al. and computed 
correlations between the predictor and criterion reliability estimates used to correct our effect sizes for 
measurement error. Results revealed that the correlations were generally small (median = .25, inter-quartile 
range = .37), which indicates that there may be some bias attributable to correction for this artifact but it is 
unlikely to be substantive in most cases. We also reestimated our models using the uncorrected averaged 
correlations and compared the results to the analyses using the corrected correlations (see Table 5, Appendix J, 
supplemental materials). Results are presented in Tables 21 to 23 in Appendix O (supplemental materials). 
Unsurprisingly, the analysis demonstrated that the effects for the analyses using raw data tended to be smaller 
than those for the corrected data. However, the pattern of effects remained in both sets of analyses, indicating 
that the corrections tended to alter the strength rather than pattern of effects. 
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(disease state, psychological distress, physical functioning, psychological well-being, role 1 
functioning, and social functioning) were conducted to minimize model complexity. 2 
Model sufficiency. We estimated two models to test the sufficiency hypothesis. 3 
Model 1 specified direct effects of the illness perception dimensions (identity, consequences, 4 
timeline, control, illness coherence, and emotional representations) on coping constructs 5 
(avoidance, cognitive reappraisal, emotion venting, specific and generic forms of problem-6 
focused coping, and seeking social support), direct effects of the coping constructs on the 7 
illness outcome, and indirect effects of all the illness perceptions constructs on the illness 8 
outcome mediated by the coping constructs. Model 2 was identical to Model 1 but also 9 
included direct effects of the illness representations dimensions on illness outcomes. 10 
Goodness-of-fit statistics for each of the six models are provided in Table 7 (Appendix L, 11 
supplemental materials). The direct and indirect effects model (Model 2) had better fit with 12 
the data than the indirect effects only model (Model 1) as indicated by lower AIC values in 13 
every case. In addition, absolute CFI values for Model 1 indicated substantive 14 
misspecification in the model (CFI < .95) in all cases except the model for disease state. This 15 
provides converging evidence that the indirect effects only model did not account sufficiently 16 
for relations between the illness representation and outcome variables. We therefore rejected 17 
Model 1 in favor of Model 2. Subsequent examination of direct and indirect effects in Model 18 
2 was warranted to evaluate the extent to which the coping variables mediated the illness 19 
representation-illness outcome relations. Parameter estimates for the direct (Table 8), indirect 20 
(Table 9), and total (combined direct and indirect effects; Table 10) effects for each model 21 
are provided in Appendix L (supplemental materials). 22 
Direct effects. Direct effects of illness representation dimensions on coping strategies, 23 
of coping strategies on illness outcomes, and of illness representations on outcomes provided 24 
indication of the unique predictors of the coping and illness outcome variables while 25 
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simultaneously accounting for the effects of other constructs in the model (see Table 8). 1 
Focusing first on the direct effects of the illness representation dimensions on illness 2 
outcomes, we found statistically significant, non-trivial effects of perceived consequences 3 
and illness identity on all outcomes, with the exception of the consequences-distress effect 4 
which was small by comparison. Effects were positive for disease state and distress and 5 
negative for the functioning outcomes and well-being. Perceived control had positive non-6 
trivial direct effects that were statistically significant and greater than .10 on physical, social, 7 
and role functioning, and well-being, while effects on disease state and distress were smaller 8 
and trivial in effects size. The pattern of direct effects for these representation dimensions on 9 
outcomes followed the same pattern as the zero-order correlations among these constructs. A 10 
notable exception was the direct effect of control on disease state which was positive in the 11 
models but had a negative zero-order correlation. Emotional representations had statistically 12 
significant non-trivial negative direct effects on well-being and role functioning, and positive 13 
effects on distress and social functioning. The timeline dimension had statistically significant 14 
non-trivial positive direct effects on role functioning and well-being. Effects for emotional 15 
representations and timeline deviated from the pattern of effects in the zero-order 16 
correlations: these dimensions were negatively correlated with functioning. 17 
Focusing on the direct effects of the illness representation dimensions on coping, we 18 
found statistically significant non-trivial effects of the representation dimensions on the 19 
coping constructs. Dimensions with the largest effects were emotional representations which 20 
positively predicted avoidance, emotion venting, and seeking social support strategies, and 21 
negatively predicted problem-focused generic coping and cognitive reappraisal. Control had 22 
statistically significant non-trivial positive direct effects on generic and specific forms of 23 
problem-focused coping, cognitive reappraisal, and social support. There were also 24 
statistically significant non-trivial positive direct effects of identity on avoidance, cognitive 25 
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reappraisal, and emotion venting. Other effects of the illness representation dimensions on 1 
coping constructs were smaller and trivial by comparison. 2 
Direct effects of coping strategies on illness outcomes tended to be larger than the 3 
effects of the illness representation dimensions on coping, and were consistent with the 4 
theory-derived predictions from the process model and previous analyses (Hagger & Orbell, 5 
2003). We found statistically significant non-trivial direct effects of avoidance on all 6 
outcomes, with positive effects on disease state and distress, and negative effects on physical, 7 
role, and social functioning, and well-being. A similar pattern of direct effects was found for 8 
emotion venting, the only exception was that emotion venting negatively predicted disease 9 
state when the correlation between these variables was not significant, which may be 10 
indicative of a suppressor effect. Problem-focused generic coping had statistically significant 11 
non-trivial negative direct effects on disease state, distress, and role functioning, and positive 12 
effects on physical functioning and well-being. Problem-focused specific coping had 13 
statistically significant non-trivial positive direct effect on role functioning, with smaller 14 
trivial effects on other outcomes. 15 
Overall, findings of the direct effects indicate that illness representations had 16 
statistically significant non-trivial direct effects on illness outcomes, consistent with the better 17 
overall fit of the model that included direct effects (Model 2) relative to the model that 18 
assumed no direct effects (Model 1). Effects for the coping strategies on illness outcomes 19 
tended to be larger compared to the effects of the illness representation dimensions on coping 20 
constructs. 21 
Total indirect effects. While we rejected our hypothesis that the effects of illness 22 
representations on illness outcomes would be completely mediated by coping strategies, this 23 
conclusion did not rule out the possibility of indirect effects consistent with hypotheses of the 24 
common-sense model. Examination of the total indirect effects to establish the extent to 25 
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which the effects of illness representation dimensions on illness outcomes were mediated by 1 
the coping strategies was warranted (Leventhal et al., 1980). Total indirect effects are 2 
presented in Table 9 (Appendix L, supplemental materials). 3 
We found statistically significant non-trivial positive total indirect effects of perceived 4 
control on physical functioning, role functioning, and psychological well-being, and negative 5 
effects on psychological distress and disease state. There were statistically significant non-6 
trivial negative total indirect effects of identity on physical, role, and social functioning, and a 7 
positive effect on distress. Chronic timeline had statistically significant non-trivial positive 8 
indirect effects on psychological social functioning, physical functioning, and well-being, and 9 
negative effects on distress and disease state. We found statistically significant non-trivial 10 
positive total indirect effects of emotional representations on disease state and distress, and 11 
negative total indirect effects on physical functioning, social functioning, and well-being. 12 
Other indirect effects were small and trivial by comparison. Overall, these effects provided 13 
support for the indirect, coping-mediated effects of illness representation dimensions on 14 
illness outcomes consistent with the process model. 15 
We also estimated the mediation proportion for each total indirect effect (PM), which 16 
reflects the proportion of the total effect accounted for by the indirect effect11. This is directly 17 
relevant to the evaluation of model sufficiency as it provides an indication of the extent to 18 
which the total indirect effects of illness representations on outcomes through coping 19 
contribute to the total effect. A substantial PM value indicates that the mediated pathway 20 
                                                          
11One of the limitations of the PM statistic is that it is difficult to interpret when total effect comprises negative 
and positive direct and indirect effects, such as the effect of perceived control on disease state in the current 
analysis which was made up of a positive direct effect (β = .034) and a negative total indirect effect (β = -.079). 
The total effect (β = -.045), therefore, represents the sum of the direct and total indirect effects. In this case, the 
positive direct effect has the effect of attenuating the negative indirect effect. However, as the total effect serves 
as the denominator for the PM calculation, it may give misleading scores for the PM when the total effects 
comprise negative and positive effects, as in the previous example. This may lead, for example, to the PM 
exceeding unity such that it does not represent a true proportion (Preacher & Kelley, 2011). A solution was to 
estimate PM using the modulus of the total effect in its calculation. The PM, therefore, reflects the proportion of 
the total effect accounted for by the indirect effect regardless of whether the combination of the direct and 
indirect effects leads to an attenuation of the total effect due to the combination of negative and positive scores. 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 45 
makes a viable contribution to explaining the link between representations and outcomes, 1 
while a trivial value indicates that the mediated path was of little relevance relative to the 2 
direct effect. Results revealed that many of the indirect effects accounted for substantial 3 
proportions of the total effects of illness representations on illness outcomes12. Prominent 4 
among these were the control, emotional representations, timeline, and coherence 5 
dimensions, for which the total indirect effects accounted for substantive proportions of the 6 
total effect. For the identity and serious consequences dimensions, the majority of the indirect 7 
effects accounted for a trivial proportion of the total effect, with the notable exception of the 8 
indirect effect of consequences on distress. Findings provide support for the process model, 9 
verifying that the indirect effects make a substantive contribution to the overall effects in the 10 
model. 11 
Specific indirect effects. Our analyses also enabled us to isolate specific mediated 12 
effects involving each of the illness representation, coping, and outcome variables that 13 
constituted the total indirect effects. Specific indirect effects are presented in Table 9 14 
(Appendix L, supplemental materials). An interesting trend in the current findings was that 15 
some of the total indirect effects of representation dimensions on outcomes were either zero 16 
or relatively trivial in size. However, in some cases the total indirect effects comprised both 17 
positive and negative specific indirect effects. These specific indirect effects were 18 
approximately equal in magnitude but opposite in sign (i.e., positive and negative) leading to 19 
a null or very and trivial small total indirect effect. A consideration of the pattern of specific 20 
indirect effects, therefore, may reveal important information on the pattern of effects of the 21 
illness perception variables on outcomes that cannot be gained from observing the total 22 
indirect effects alone. The specific indirect effects may facilitate interpretation as to whether 23 
the indirect effects of illness representation dimensions have effects on illness outcomes 24 
                                                          
12Although no published guidelines exist, we considered PM values > .25 to be of substantive value as it 
corresponds to a proportion of the total effect accounted for by the indirect effect above the 25th percentile. 
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considered adaptive (e.g., reduced distress, better functioning) or maladaptive (e.g., increased 1 
distress and disease state), through coping procedures, or whether both adaptive and 2 
maladaptive patterns of indirect effects through coping are present. We evaluate the pattern of 3 
the specific indirect effects for each illness perception dimension on each illness outcome in 4 
turn. 5 
Perceived consequences had zero total indirect effects on disease state and physical 6 
and role functioning, and the effect on well-being although statistically significant was very 7 
small (β < .01). This was unexpected given that primary studies and meta-analyses have 8 
consistently reported statistically significant, substantive negative correlations between 9 
perceived consequences and functioning and well-being, and positive correlations with 10 
distress and disease state. However, theory suggests that perceived consequences may also 11 
have positive effects on adaptive illness outcomes by motivating individuals to take action to 12 
mitigate the threat and there is previous evidence to support this (e.g., Brewer et al., 2002). 13 
Based on this evidence, it is possible that both positive and negative specific indirect effects 14 
would be present, and that these effects would amount to null or relatively small total indirect 15 
effects. Close inspection of the specific indirect effects revealed consistency in the pattern of 16 
effects of consequences on each outcome via the coping constructs as mediators. Specifically, 17 
consequences tended to predict maladaptive outcomes through avoidance coping and 18 
adaptive outcomes through problem-focused coping. For example, consequences had 19 
statistically significant and positive effects on disease state and distress through avoidance, 20 
and significant negative effects on these outcomes through problem-focused generic coping. 21 
The effects for consequences were corroborated by the mediation proportion statistics. 22 
The specific indirect effects for consequences through avoidance and problem-focused 23 
coping accounted for a substantial proportion of the overall indirect effect. There were also 24 
significant negative effects of consequences on functioning and well-being through avoidance 25 
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and significant positive effects on these outcomes through problem-focused generic coping. 1 
Together these effects were similar in magnitude and opposite in sign leading to the null or 2 
relatively small total indirect effects of consequences on outcomes. The effects for the 3 
consequences dimension, therefore, comprised both positive and negative indirect 4 
associations with adaptive and maladaptive outcomes through coping. This is consistent with 5 
the view of consequences as a representation of threat, which may motivate patients to take 6 
action to deal with the threat or to engage in procedures to manage the concomitant emotional 7 
upheaval. The specific indirect effects, therefore, reveal the multiple pathways by which 8 
consequences impact on outcomes not indicated by the total indirect effect. 9 
Similar positive and negative patterns of specific indirect effects were found for the 10 
identity dimension on illness outcomes. Total indirect effects revealed statistically significant 11 
effects for identity on distress, significant negative effects on physical, role, and social 12 
functioning, and null effects on disease state and well-being. Decomposition of the specific 13 
indirect effects revealed that the total indirect effect comprised effects of opposing sign. For 14 
example, identity had significant positive indirect effects on disease state and distress through 15 
avoidance, and significant negative indirect effects on physical, role and social functioning, 16 
and well-being through this mediator. Mediation proportion statistics indicated that a 17 
substantial proportion of the indirect effect of identity on each outcome was through 18 
avoidance. There were also statistically significant positive effects of identity on physical and 19 
social functioning, and well-being mediated by problem-solving generic coping, although the 20 
size of these effects was small and trivial by comparison. Analogously there were statistically 21 
significant but small negative effects of identity on distress and disease state through 22 
problem-focused generic coping. These oppositely-valanced effects had the effect of reducing 23 
the size of the total indirect effects for this representation dimension. The total indirect effects 24 
of identity on outcomes were, therefore, substantially weaker due to indirect effects of 25 
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opposing sign. Again, this is consistent with the view of identity as representing illness threat 1 
and its potential to affect both adaptive and maladaptive outcomes through multiple 2 
pathways. 3 
Specific indirect effects of perceived control on outcomes were consistent with the 4 
pattern of the zero-order corrected correlations, and the direct and total indirect effects, for 5 
this construct. Control has been identified as having a pivotal role in driving the adoption of 6 
problem-focused coping strategies, so the effects on outcomes were expected to be mediated 7 
by the generic and specific forms of problem-focused coping. Perceived control over the 8 
illness exhibited statistically significant and positive total indirect effects on physical and role 9 
functioning and psychological well-being. This was corroborated by the specific indirect 10 
effects, which indicated significant positive effects of perceived control on these outcomes 11 
mediated by generic and specific forms of problem-focused coping. Mediation proportion 12 
statistics corroborated this pattern, with substantive proportions of the total indirect effect of 13 
perceived control on each outcome accounted for by the specific indirect effects through 14 
problem-focused coping. We also found significant negative specific indirect effects of 15 
control on disease state and psychological distress mediated by problem-focused coping and 16 
cognitive reappraisal, effects that were in keeping with the predicted pattern. Overall, 17 
perceived control was related to adaptive outcomes including improvements in functioning 18 
and well-being and reductions in disease state and distress. 19 
Illness coherence had statistically significant positive total indirect effects on role 20 
functioning and well-being and negative indirect effects on distress and disease state. Such 21 
effects indicate that individuals with a clearer understanding of the illness may be better 22 
equipped to identify relevant coping strategies as they are likely to have relevant information 23 
regarding which strategies may be more effective. Problem-focused coping and cognitive 24 
reappraisal were, therefore, expected to be key mediators of effects of coherence on 25 
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outcomes. However, observing the specific indirect effects revealed that the effect of 1 
coherence on outcomes was not mediated by problem-focused coping, with the exception of 2 
the significant positive effect of coherence on role functioning through problem-focused 3 
specific coping. Instead, the specific indirect effects of coherence on outcomes were mediated 4 
by avoidance and emotion venting in most cases, and substantive proportions of the indirect 5 
effect were accounted for by the specific effects through these mediators. For example, 6 
coherence was statistically significantly and positively related to physical, role, and social 7 
functioning through emotion venting and avoidance, and significantly and negatively related 8 
to distress through these variables. These effects are notable because emotion venting and 9 
avoidance are typically involved in mediating effects of illness representations on 10 
maladaptive outcomes. These specific indirect effects illustrate that, in some cases, illness 11 
representations and the adoption of emotion-focused coping strategies may lead to functional 12 
improvements and adaptive outcomes. 13 
The specific indirect effects for timeline on outcomes tended to be consistent with the 14 
total indirect effects. There were consistent, albeit small, statistically significant and positive 15 
specific indirect effects of chronic timeline on physical functioning, social functioning, and 16 
well-being mediated by problem-focused generic coping, and significant negative effects on 17 
disease state and distress through problem-focused generic coping. Mediation proportion 18 
statistics also indicated that effects through problem-focused generic coping accounted for 19 
the largest proportion of the total indirect effect of timeline on all outcomes except role 20 
functioning. It is important to note that this pattern of effects was inconsistent with the zero-21 
order correlations between timeline and outcomes. Timeline denotes chronicity and has been 22 
associated with poorer functioning and well-being, and elevated distress in a previous meta-23 
analysis (Hagger & Orbell, 2003). The correlations, however, may not reflect the unique 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 50 
effects when other illness representation dimensions are taken into account and when 1 
decomposing overall effects into specific indirect effects through coping strategies. 2 
The specific indirect effects for emotional representations on illness outcomes tended 3 
to closely mirror the direct and total indirect effects for this variable and indicated that this 4 
dimension was generally associated with maladaptive outcomes. Specifically, emotional 5 
representations were statistically significantly and positively related to distress, mediated by 6 
avoidance and emotion venting, and significantly and negatively related to psychological 7 
well-being mediated by avoidance. Emotional representations were also significantly and 8 
negatively related to social, role, and physical functioning mediated by avoidance and 9 
emotion venting, and significantly and negatively related to well-being and physical 10 
functioning through problem-focused generic coping strategies. Mediation proportion 11 
statistics revealed that the indirect effects of emotional representations through avoidance and 12 
emotion venting accounted for substantive proportions of the total indirect effects, and effects 13 
through other mediators were trivial by comparison. These findings indicate that emotional 14 
representations tend to be related to maladaptive outcomes such as poorer functioning, 15 
greater psychological distress, and increased disease state through adoption of emotion-16 
focused coping strategies and lower engagement in problem-focused coping strategies. 17 
Sensitivity analysis for sample size. Results of our sensitivity analyses in which we 18 
estimated our proposed model for each outcome variable using smaller sample sizes (n = 19 
3,130 and n = 1,000) are presented in Tables 11 to 16 (Appendix M, supplemental materials). 20 
As expected, 95% confidence intervals about the parameter estimates were progressively 21 
wider with decreasing sample size. This meant that the confidence intervals for the smaller 22 
parameter estimates were more likely to encompass zero as a possible value. The attenuation 23 
effect notwithstanding, non-trivial parameter estimates remained statistically significant 24 
according to adopted criteria even in models tested with the smallest sample size. These 25 
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findings corroborate the imperative of a focus on effect size rather than statistical significance 1 
alone when interpreting results from path analyses based on correlations from a meta-2 
analysis. Overall, the sensitivity analyses did not alter our interpretation of the pattern of 3 
main effects among model constructs. 4 
Sensitivity Analyses of Model Effects 5 
Although the moderator analysis demonstrated few statistically significant differences 6 
in the individual averaged corrected correlations across moderator groups, we conducted 7 
sensitivity analyses to test whether the pattern of effects among constructs in our proposed 8 
process model was dependent on levels of the study design, illness type, medically-explained 9 
vs. medically-unexplained symptoms, and methodological quality moderators13,14. Given we 10 
found that the model including direct and indirect effects of illness representations on 11 
outcomes (Model 2) was superior for each outcome variable in full sample analyses, a key 12 
purpose of our sensitivity analyses was to test whether this was the case in the moderator 13 
groups. We also tested whether the pattern of effects in the proposed models differed across 14 
moderator groups by conducting a set of multi-group path analyses of the models 15 
constraining each path to be invariant across levels of the moderator using a set of equality 16 
constraints. Models were estimated using the averaged corrected correlation matrices as input 17 
for the path analyses for each moderator group15. Goodness-of-fit estimates for the single 18 
sample and multi-group path analyses of both models for each outcome variable and at all 19 
                                                          
13We did not conduct sensitivity analyses for the time from diagnosis moderator due to large numbers of 
correlations missing in the matrices for the recently diagnosed moderator group. For example, for correlations 
among the coping and outcome constructs there was only sufficient data to compute two of the thirty six 
possible correlations for the recently diagnosed (RD) moderator group. 
14Scores on the methodological quality checklist did not result in substantive variation in the magnitude of the 
corrected correlations across studies. This was the case for the analyses coded according to checklist score 
tertiles and a cut-off score of six. Both coding methods revealed extremely similar patterns of effects, although 
there were many instances where an effect size could not be computed due to insufficient studies for the analysis 
based on tertiles. We opted to use the coding based on the cut-off scores in subsequent sensitivity analyses to 
maximize the sample size at each level of the moderator. 
15Some of the effects in the moderator groups were tested by fewer than two studies so an averaged corrected 
effect size could not be computed (see Table 6, Appendix K, supplemental materials). These effects were 
substituted by the equivalent correlation from the full sample analysis to generate the complete correlation 
matrix required to run the path analyses. 
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levels of each moderator are presented in Tables 17 to 20 (Appendix N, supplemental 1 
materials). For the single-sample analyses, lower AIC values were observed for Model 2 2 
relative to Model 1 within each moderator group in all analyses corroborating the observed 3 
superiority in fit of this model in the full sample analysis. In addition, CFI values for Model 1 4 
were below acceptable cutoff criteria, indicating substantive misspecification as a result of 5 
omitting the direct effects. For the multi-group models, the indirect effects only model 6 
(Model 1) exhibited fit statistics which fell short of accepted criteria for a well-fitting model 7 
in virtually every case. Conversely, goodness-of-fit indexes for Model 2 exceeded adopted 8 
criteria for good fit, and were superior to Model 1, in all analyses. These data not only 9 
provided additional confirmatory evidence for the superiority of Model 2, but also indicated 10 
that constraining model parameters to equality across moderator levels resulted in very little 11 
misspecification. This suggested that the proposed pattern of effects among the illness 12 
representation, coping, and outcome constructs in Model 2 provided a robust representation 13 
of observed relations among these constructs in the meta-analyzed data. Consistent with the 14 
moderator analysis of the correlations, these analyses indicate that the pattern of effects 15 
among the constructs in the models did not vary substantially across levels of the moderator. 16 
Discussion 17 
Our primary goal in the current analysis was to test a process model in which effects 18 
of illness representation dimensions on outcomes in patients with chronic illnesses or 19 
conditions were mediated by coping procedures as specified by Leventhal et al.’s (1980) 20 
common-sense model of self-regulation. We expect our analysis to contribute to a better 21 
understanding of the illness process by (a) demonstrating the unique effects of illness 22 
representation and coping variables on illness outcomes in a comprehensive, fully-inclusive 23 
model accounting for all dimensions of the common-sense model; (b) confirming the 24 
sufficiency of the process model in which coping strategies account for the effects of illness 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 53 
representations on illness outcomes; (c) providing information on the specific indirect 1 
pathways by which illness representations relate to illness outcomes through coping 2 
procedures; and (d) assessing the impact of candidate moderator variables on relations among 3 
the common-sense model constructs. Our analysis informs theory development by testing the 4 
sufficiency of the process model, a central but often neglected premise of the common-sense 5 
model. It also has potential implications beyond the model as relations between beliefs about 6 
threat, emotional distress and coping are key tenets of other theories of stress and coping 7 
(e.g., Lazarus & Folkman, 1984). In the next sections we discuss the findings and 8 
implications of the present analysis in each area of contribution. 9 
Sufficiency of the Model 10 
The present research is the first to produce a full meta-analytic inter-correlation 11 
matrix among the representation, coping, and outcome variables across studies adopting the 12 
common-sense model. Not only did this permit us to ascertain the unique effects of 13 
representation and coping dimensions on illness outcomes in multivariate analyses, but to 14 
also test the proposed process model based on cumulative evidence from multiple studies.  15 
Examining the unique effects in the current analysis, a key finding was that the 16 
process model that assumed coping fully mediated effects of illness representations on 17 
outcomes was not sufficient, and direct representation-outcome relations were present. This 18 
suggests that the coping procedures did not fully explain the effects of illness representations 19 
on outcomes. This finding is unique because previous meta-analyses were not able to test the 20 
sufficiency of the model. However, given that we found total indirect effects of the illness 21 
representation dimensions constructs on illness outcomes through coping means that the 22 
mediation hypothesis should not be rejected; instead both direct and indirect effects exist. Our 23 
findings suggest that coping partially accounts for the effects of cognitive and emotional 24 
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representation dimensions on outcomes in chronic illness, but the representations also have 1 
unique effects on outcomes independent of the coping constructs included in these studies. 2 
The total effects from the models enabled identification of the representation 3 
dimensions that, overall, contribute most to explaining variance in illness outcomes. The 4 
consequences and identity dimensions emerged as consistent positive predictors of 5 
maladaptive outcomes, that is, outcomes related to increased illness progression, greater 6 
distress, and poorer well-being, and perceived control as a positive predictor of adaptive 7 
outcomes such as better functioning and well-being, and reduced distress and disease 8 
progression. Individuals interpreting their illness as having less impact on their life, 9 
attributing fewer symptoms to the illness, and perceiving the illness as under control and 10 
treatable are likely to experience less distress, better functioning and well-being, and reduced 11 
disease state. In addition, emotional representations had a strong positive total effect on 12 
distress, a strong negative effect on well-being, and weaker negative effects on physical and 13 
role functioning. Individuals who are able to downplay their emotional response to the illness 14 
are less likely to experience deleterious emotional outcomes and more likely to report better 15 
psychological well-being. By comparison, effects of emotional representations on functioning 16 
and illness progression were weaker, suggesting that reduced emotional representations may 17 
not have a strong effect on outcomes related to adaptive function and illness recovery. These 18 
findings illustrate the overall unique effects of the cognitive and emotional illness 19 
representation dimensions on outcomes based on the current sample of studies. 20 
One explanation for the insufficiency of the full mediation model is that the coping 21 
measures in the included studies may not have been optimally effective in testing mediation. 22 
Many studies in the present sample adopted coping measures that tap generalized coping 23 
procedures rather than illness- or behavior-specific measures that precisely capture means to 24 
cope with the illness. The use of generalized measures is likely to result in weaker relations 25 
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of the coping measures with illness representations and outcomes, a problem that has been 1 
noted elsewhere (e.g., Hagger & Orbell, 2003; Heijmans, 1999). Generalized measures are 2 
unlikely to capture all possible coping procedures relevant to the illness. One solution 3 
employed in the current analysis was to specify a separate problem-focused specific coping 4 
category, which encompassed illness-specific coping procedures. Illness-specific coping 5 
strategies were expected to have closer correspondence with the representation and outcome 6 
measures. However, few studies in the current sample included such measures and the 7 
measures inevitably captured only one specific coping strategy when a range of specific 8 
strategies may have been relevant. There is, therefore, scope to improve prediction in tests of 9 
the common-sense model by moving away from generic coping scales and adopting coping 10 
measures specific to the target illness. 11 
An alternative interpretation for the insufficiency of the model is that the coping 12 
constructs included in the current sample of studies did not adequately explain relations 13 
between illness representations and outcomes. Other coping strategies or unmeasured 14 
extraneous variables may have served to mediate the direct effects of representations on 15 
outcomes. For example, research has identified ‘all or nothing’ coping procedures in which 16 
patients with chronic illness follow cycles of full engagement in a behavioral coping strategy 17 
to manage their illness followed by complete disengagement. This pattern was not accounted 18 
for in the current model as it has only been tested in a few studies (e.g., Chilcot & Moss-19 
Morris, 2013; Moss-Morris et al., 2011). Such patterns are likely to be adopted by patients 20 
who are high on certain traits, such as perfectionism, and prone to distress (c.f., Limburg, 21 
Watson, Hagger, & Egan, 2016). Coping in the common-sense model may, therefore, only 22 
account for some of the effects on illness beliefs on outcomes in chronic illness. Finally, the 23 
direct effects may reflect effects of representations on outcomes that are independent of 24 
consciously-accessible coping strategies. Representations of the illness may be implicitly 25 
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linked with typically-adopted coping strategies in memory (Henderson et al., 2009; Orbell et 1 
al., 2015). The strategies may become salient when the illness ‘schema’ is activated and serve 2 
to mediate effects of representations on subsequent illness outcomes beyond the individual’s 3 
awareness. 4 
The Function of Coping in the Process Model 5 
The total indirect effects of the cognitive and emotional representation dimensions on 6 
illness outcomes were consistent with the general expected pattern of effects in many cases. 7 
However, our current analysis also revealed some important effects which were not evident 8 
on inspection of the total indirect or total effects of the illness representation constructs on 9 
outcomes. For example, zero-order correlations from the current and previous meta-analyses 10 
(Dempster et al., 2015; Hagger & Orbell, 2003; Mc Sharry et al., 2011) have revealed 11 
consistent positive relations between the consequences dimension and maladaptive outcomes 12 
(increased disease state and distress) and negative relations with adaptive outcomes (greater 13 
well-being, better functioning). In contrast, the total indirect effects from our analysis 14 
revealed null or relatively small effects of this construct on outcomes. Furthermore, 15 
examination of the specific indirect effects revealed patterns of effect for illness 16 
representation dimensions on outcomes that could not be ascertained from the total indirect 17 
effects alone. Prominent among these were the specific indirect effects for the perceived 18 
consequences dimension which had consistent negative effects on adaptive outcomes through 19 
avoidance, and positive effects on adaptive outcomes through problem-focused coping. The 20 
presence of both positive and negative specific indirect effects of approximately equal 21 
magnitude equated to a zero total indirect effect for consequences on all but one of the illness 22 
outcomes in the current analysis. Evaluating the effects of consequences on outcomes 23 
through coping based on the total indirect effects alone would lead to an erroneous 24 
conclusion that representing the illness as having serious consequences has no indirect effect 25 
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on outcomes. The specific effects reveal otherwise and indicate that illness consequences can 1 
lead to individuals selecting coping strategies that lead to both adaptive and maladaptive 2 
outcomes. 3 
The presence of effects of illness representation dimensions on both adaptive and 4 
maladaptive outcomes mediated by coping has important ramifications for theory. These 5 
findings suggest a pattern of effects among constructs in the common-sense model that is 6 
more complex than that found in previous research syntheses. Much of the research on the 7 
common-sense model has consistently demonstrated that beliefs indicating increased threat, 8 
i.e. viewing an illness as having serious consequences, highly symptomatic, and chronic, will 9 
lead to emotion-focused coping strategies and poorer outcomes including greater disease 10 
progression, lower functioning and well-being, and greater distress (e.g., Dempster et al., 11 
2015; Hagger & Orbell, 2003; Mc Sharry et al., 2011). However, these findings have been 12 
exclusively derived from zero-order correlations among constructs and regression models 13 
examining effects of representation dimensions on outcomes in the absence of other 14 
representation dimensions and coping strategies. The current analysis indicates that these 15 
overall patterns, and corresponding conclusions, may be misleading because bivariate 16 
analyses do not test the multiple pathways by which representation dimensions relate to 17 
outcomes through coping strategies. 18 
We have demonstrated that the overall effects of representations on outcomes 19 
comprise sets of specific indirect effects that are opposite in sign (i.e., positive and negative). 20 
These patterns are, in fact, consistent with theory, but have seldom been shown empirically. 21 
For example, while zero-order correlations indicate largely negative effects of consequences 22 
on functioning and well-being, and positive effects on distress, the emergent pattern of 23 
indirect effects from the mediation model indicates that consequences was positively related 24 
to functioning and well-being through problem-focused coping. These findings are consistent 25 
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with Leventhal et al.’s (1980) original proposal that beliefs indicating elevated seriousness of 1 
the illness will motivate individuals to search for coping strategies to manage the illness and 2 
down-regulate the felt dissonance between health state and beliefs. There are also similar 3 
specific indirect effects for timeline which show positive effects on functioning and well-4 
being, and negative effects on disease state, through problem-focused coping, while zero-5 
order correlations indicate the opposite. Although rare, previous research has also found 6 
negative mediated effects of consequences on disease state and distress through problem-7 
focused coping and self-nurturing coping procedures (Benyamini et al., 2004; Brewer et al., 8 
2002). Current findings indicate that representation dimensions relate to multiple coping 9 
strategies which have both positive and negative effects on outcomes related to illness 10 
recovery. This pattern suggests that representation dimensions might motivate adoption of 11 
different coping strategies under different circumstances. Identifying the circumstances that 12 
determine the specific pattern of effects is, therefore, critical for the accurate prediction of 13 
coping responses and concomitant outcomes. 14 
Role of Context and Moderators in the Process Model 15 
High levels of heterogeneity were observed in the majority of the effect sizes in the 16 
current analysis. This means that after correcting for methodological artifacts there was still 17 
substantive variation in the size of the relations among the common-sense model constructs 18 
across studies. Given that these effect sizes were used as input for our meta-analytic path 19 
analysis of the process model, results must be interpreted in light of the potential of the 20 
coefficients involved in the analysis to vary and for that variability to affect the strength of 21 
the effects in the process model. The effects reported in the process model, to some extent, 22 
reflect a generalized, ‘ideal’ case of relations in chronic illness, which may be indicative of 23 
potential pathways that may operate in the model, but the pathways would be dependent on 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 59 
extraneous moderating variables that determine whether the pathway will be present or 1 
absent. A search for moderators was, therefore, warranted. 2 
We contended, consistent with theory and previous research on the common-sense 3 
model (Horne & Weinman, 2002; Leventhal et al., 1980; Moss-Morris et al., 2011), that 4 
contextual factors will moderate effects within the common-sense model. The factors may 5 
assist in resolving the high heterogeneity observed in the zero-order correlations among 6 
model constructs and explaining the patterns of effects in the process model. We tested the 7 
effects of contextual factors (illness type), illness characteristics (medically-explained and 8 
medically-unexplained symptoms), illness stage, and methodological artifacts (study design, 9 
methodological quality) as moderators. Contrary to expectations, our analysis did not reveal 10 
consistent moderation effects or lead to a resolution of the high levels of heterogeneity 11 
observed in relations among model constructs. Furthermore, moderator analysis reproducing 12 
our models in each moderator group corroborated the consistency of the stipulated pattern of 13 
effects across levels of the moderator. Results indicated that the model that specified both 14 
direct and indirect effects of representation dimensions on outcomes (Model 2) exhibited 15 
superior fit to the indirect effects only model (Model 1) in all moderator groups. In addition, 16 
constraining the paths in Model 2 to be equal across levels of the moderator resulted in well-17 
fitting models with few misspecifications in every case. 18 
It is important to note that our moderator analyses were limited due to substantial 19 
heterogeneity remaining in the effect sizes within moderator groups, as well as the small 20 
sample sizes in many of the moderator groups. For example, studies on cancer and CVD 21 
included a number of different variants of the illness that likely introduced additional within-22 
group heterogeneity. More primary research is needed that systematically tests the proposed 23 
mediation effects in the process model in the presence and absence of the moderators. 24 
Resolving the unique moderating effects of these characteristics may require systematic 25 
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comparisons of the direct and indirect effects of illness representation dimensions on 1 
outcomes through coping at different levels of the moderator. For example, primary research 2 
examining the moderating effect of illness type would necessitate testing relations among 3 
process model constructs using appropriate measures in patients of two illnesses, preferably 4 
matching samples and taking measures at a similar time from diagnosis, or, at the very least, 5 
controlling for these factors. Similar procedures could be adopted in the design of studies 6 
testing the moderating effects of illnesses with medically-explained or medically-unexplained 7 
symptoms or a definitive treatment protocol. Tests of the moderating effects of personality 8 
and dispositional factors such as optimism and perfectionism would also require systematic 9 
treatment and controls, and preferably confining analyses to particular illness types or 10 
controlling for their effects. 11 
Tests of the moderating effects of illness stage on model pathways could also be 12 
conducted in a similar way. Data on illness representations captured in very close proximity 13 
to actual diagnosis, coupled with matched group or, preferably, longitudinal comparison data 14 
on coping and outcomes for the same illness, would be invaluable in providing an indication 15 
as to how links between illness representations, coping procedure selection, and illness 16 
progression and other outcomes change over time. Although challenging to collect, such data 17 
may assist in providing empirical support for the dynamic processes proposed in the 18 
common-sense model (Leventhal et al., 1980; Leventhal et al., 2016). We call for the 19 
development of well-designed studies that systematically test moderator effects in the 20 
common-sense model and move the field beyond the static, correlational designs that 21 
predominate in the literature to date. Such research should test the effects of moderators in 22 
the model and explain changes in relations among representation, coping, and outcome 23 
constructs over time. The research will provide better evidence for the processes by which 24 
beliefs about illnesses affect coping strategies and outcomes in chronic disease. 25 
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Implications for Practice 1 
The identification of specific indirect effects in the current analysis has implications 2 
for the application of the common sense model in practice. Behavioral interventions should 3 
not only target change in certain illness representation dimensions linked to adaptive 4 
outcomes (e.g., halting or reversing disease progression, improving functioning, promoting 5 
well-being, and allaying distress), but also target the coping strategies that these 6 
representations activate. In some cases, targeting change in a given representation dimension 7 
would be an appropriate strategy if the dimension was consistently related to adaptive 8 
outcomes through the model pathways. For example, the control representation dimension 9 
has consistent effects, both direct and indirect, on adaptive illness outcomes. Promoting 10 
positive change in this dimension, therefore, would likely lead to adaptive outcomes and it 11 
should be labelled as a priority target for intervention. However, in some cases targeting 12 
intervention efforts on a particular representation dimension may have effects on adaptive 13 
and maladaptive outcomes. For example, providing messages that highlight the serious 14 
consequences of an illness to patients may lead to adaptive outcomes by prompting adoption 15 
of problem-focused coping strategies, but may, in turn, lead to maladaptive outcomes like 16 
distress and disease progression through avoidance. A solution might be to adopt strategies 17 
that link the representation with the desired coping strategy. The common-sense model 18 
implies that coping strategies may be stored schematically alongside representation 19 
dimensions (Leventhal et al., 2016), and there is research suggesting that activating the 20 
representation leads to a concomitant activation of the coping strategy (Henderson et al., 21 
2009). Active reinforcement of this link in interventions may, therefore, lead illness sufferers 22 
to associate their beliefs about the illness with an appropriate coping strategy. Returning to 23 
the example of the consequences dimension, raising patients’ awareness of the serious 24 
consequences of the illness and simultaneously suggesting an illness-relevant problem-25 
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focused strategy that will assist in managing the threat may increase the likelihood of 1 
promoting adaptive outcomes. 2 
Similarly, accounting for the contextual factors that affect the indirect effects in the 3 
process model is a critical consideration when developing interventions to change beliefs and 4 
affect subsequent change in illness outcomes. For example, patients with illnesses that have 5 
clear treatment protocols and high levels of objective control may benefit from 6 
communications highlighting the consequences of the illness and the consequences of not 7 
complying with treatment. In contrast, patients with illnesses that have uncontrollable or 8 
uncertain outcomes may not benefit from problem-focused coping efforts that are unlikely to 9 
be effective, so focusing on representations such as reducing emotional representations to 10 
promote emotion-focused coping may be a more realistic and beneficial coping strategy to 11 
manage threat. So while current findings may provide guidance for interventions, it is 12 
important to consider such suggestions in light of the heterogeneity of the effects identified 13 
and the likely context-dependency of the indirect effects. Primary research to confirm the 14 
moderators of the indirect effects would be important additions to the formative literature to 15 
provide stronger evidence on which to base recommendations for practice. 16 
Revising the Common-Sense Model 17 
Our meta-analytic test of the process model has been instrumental in identifying the 18 
prominence of particular illness representation dimensions in predicting illness outcomes 19 
directly and indirectly through coping strategies. For some representation dimensions, the 20 
indirect effects exhibited a consistent pattern corroborating findings from previous meta-21 
analyses and primary research. An example of such a pattern was the positive indirect effects 22 
of control beliefs on adaptive outcomes (e.g., better functioning and well-being) through 23 
problem-focused-coping. However, there were also representation dimensions which had 24 
both positive and negative indirect effects on outcomes. Prominent among these were 25 
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positive and negative indirect effects of perceived consequences on adaptive outcomes 1 
mediated by problem-focused coping and avoidance, respectively. The presence of these 2 
paths prompts suggestions that the processes reflected in the different pathways may be 3 
dependent on contextual factors that moderate their effects. Similarly, research has identified 4 
the potential of other variables in the common-sense model, including beliefs about coping 5 
behaviors and beliefs about treatment, in accounting for variance in coping and outcomes 6 
alongside cognitive and emotional representations (e.g., French, Wade, & Farmer, 2013; 7 
Hagger, Hardcastle, et al., 2016; Orbell, Hagger, Brown, & Tidy, 2006). These findings, 8 
together with extant theory, have provided the impetus to propose a revised common-sense 9 
process model that incorporates the moderation processes and additional constructs derived 10 
from theory and previous research. Next, we outline the conceptual bases, operationalization, 11 
and specific examples of our revised model. 12 
Based on theory and research on the proposed effects of socio-contextual and self-13 
systems on model relations (Martin et al., 2003; Moss-Morris et al., 2011; Petrie & Weinman, 14 
2012), we propose three key moderators of representation effects on outcomes: illness 15 
characteristics (e.g., illness type and severity, whether the illness is symptomatic or 16 
asymptomatic, and whether the illness has medically-explained or medically-unexplained 17 
symptoms), personality and individual differences (e.g., optimism, perfectionism), and 18 
emotional representations. The proposed moderating effects are illustrated in Figure 3, which 19 
outlines the generalized version of the revised model. The basic mediation effects of the 20 
process model tested in the current meta-analysis are depicted in the central section of Figure 21 
3. In the revised model, these mediated pathways are proposed to be moderated by three sets 22 
of factors, represented in the diagram by the effects of illness type, dispositions, and 23 
emotional representations on the mediated pathways (see broken lines in Figure 3). In its 24 
generalized form, the model indicates the potential for upward and downward moderating 25 
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effects on the mediated pathways involving representation dimensions, coping strategies, and 1 
outcomes (Figure 3). The revised model extends previous theory by providing a formal 2 
operationalization of Leventhal et al.’s (1992; 1980) proposal that socio-cultural and self-3 
system constructs will impact on relations between illness representations, coping strategies, 4 
and outcomes (see upper section of Figure 1). 5 
We provide specific examples of the moderation effects and illustrate them in Figures 6 
4 and 516. The moderating effect of an illness characteristic, the extent to which the illness is 7 
treatable, on model pathways is presented in Figure 4. Illnesses and conditions that are 8 
unlikely to respond to treatment (e.g., chronic pain) may mean that problem-focused coping 9 
efforts will be viewed as less effective, while emotional focused-coping such as venting or 10 
even avoidance may be more appropriate. Lower illness treatability may, therefore, moderate 11 
the effects of threat and control representations on outcomes (e.g., functioning) through 12 
problem-focused coping downwards, and effects of threat representations on outcomes (e.g., 13 
distress, disease state) through emotion-focused coping upwards. 14 
The moderating effect of emotional representations on model relations is presented in 15 
Figure 5. Viewing an illness as highly emotionally distressing may lead individuals to 16 
prioritize the selection of emotion-focused coping strategies aimed at managing the increased 17 
distress over more problem-focused strategies. Emotional representations are, therefore, 18 
depicted as moderating the positive effects of perceived consequences on increased disease 19 
state and distress through emotion-focused coping upward, and the positive effects of threat 20 
and control perceptions on better functioning and reduced disease state downwards. These 21 
moderation effects were implied by Leventhal et al. in the initial specification of the 22 
common-sense model, suggesting that emotional representations have both independent and 23 
                                                          
16Constructs in Figures 4 and 5 are represented such that larger scores represent higher levels of the construct. 
For example, high levels of identity, consequences, and timeline cognitive illness representations reflect greater 
threat perceptions, high levels of functioning and well-bring indicate adaptive outcomes, and high levels of 
distress and disease state indicate maladaptive outcomes. 
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interactive effects on coping and outcomes (see Leventhal et al., 1992; Martin et al., 2003), 1 
and were depicted as bidirectional arrows between representation, coping, and outcome 2 
dimensions in schematics of the model (see Figure 1). However, these effects have, to date, 3 
not been formally operationalized or tested empirically. This aspect of the revised process 4 
model extends Leventhal et al.’s original proposals by identifying and operationalizing 5 
specific, testable hypotheses regarding the potential moderation of mediated pathways. 6 
Empirical verification of these pathways should be considered a priority for future research. 7 
In addition to incorporating moderating factors, our revised common-sense process 8 
model also incorporates the independent effects of beliefs with respect to engaging in specific 9 
coping behaviors and beliefs about treatment. The inclusion of these beliefs follows theory 10 
and research that has focused on integrating the common-sense model with other social 11 
cognitive approaches to understanding coping and illness outcomes. For example, behavioral 12 
coping with an illness can be conceptualized as a function of beliefs about the illness (e.g., 13 
threat perceptions, perceived control, and emotional responses), as indicated in the common-14 
sense model. It can also be conceived as a function of beliefs about engaging in the coping 15 
behavior itself, such beliefs that the behavior will result in desired outcomes (attitudes), 16 
beliefs in personal capacity to perform the behavior (self-efficacy), and beliefs in capacity to 17 
cope with difficulties or setbacks in managing the illness (coping self-efficacy), as indicated 18 
in social cognitive approaches to behavior (e.g., Bandura, 1977; Fishbein & Ajzen, 2009; 19 
Schwarzer, 2008). The modifications provide a more comprehensive perspective on the 20 
factors that are related to problem-focused coping responses to manage illness. For example, 21 
an asthmatic patient’s decision to engage in a problem-focused coping procedure to manage 22 
attacks (e.g., prophylactic use of an inhaler) is not only likely to be a response to beliefs that 23 
an attack is sufficiently serious but controllable, but also beliefs that the inhaler will be 24 
effective and that they can use it appropriately. The parallel influence of cognitive illness 25 
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representations and social cognitive beliefs on illness outcomes through problem-focused 1 
coping strategies is illustrated in Figure 3. Studies incorporating both sets of beliefs in tests of 2 
the common-sense model have indicated that social cognitive beliefs tend to have stronger 3 
effects and usually attenuate or extinguish the effects of cognitive representations (e.g., 4 
French et al., 2013; Hagger, Hardcastle, et al., 2016; Orbell et al., 2006). 5 
Leventhal et al. (1992; 2016) have also suggested that beliefs about treatment, 6 
including its efficacy and perceived side effects, would affect selection of, and adherence to, 7 
treatment. Treatment can refer to numerous problem-focused coping behaviors including 8 
medication adherence and behaviors aimed at rehabilitation, recovery, and prevention of 9 
relapse (e.g., physical activity in patients with cardiovascular disease or osteoarthritis). 10 
Beliefs relating to treatment behaviors engagement can be accounted for in tests of the 11 
common sense model by incorporating constructs from social cognitive theories (e.g., 12 
attitudes, self-efficacy). However, there has also been interest in isolating patients’ beliefs 13 
about medication as a specific form of treatment (Horne, 1997). Horne et al. (1999) contend 14 
that medication adherence (e.g., taking anti-hypertension tablets to manage blood pressure) is 15 
a function of specific beliefs about the effectiveness (e.g., taking tablets reduces blood 16 
pressure at the next test) and drawbacks (e.g., debilitating side-effects of taking the tablets) of 17 
medication. Research on beliefs about medication identified that patients held general beliefs 18 
about the harmfulness and overuse of medication, and specific beliefs about the necessity of 19 
the medication and concerns over its use. In the revised model, medication beliefs are 20 
expected to explain unique variance in specific coping behaviors (i.e., medication adherence) 21 
alongside illness representations and beliefs about other coping behaviors (Figure 3). 22 
A growing body of research has incorporated measures of illness representations 23 
alongside measures of medication beliefs (e.g., BMQ; Horne et al., 1999) in an extended 24 
model of illness self-regulation (see Horne & Weinman, 2002) and examined their 25 
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independent effects on medication adherence, including a number of the studies included in 1 
the present analysis (n = 18; Table 3, Appendix E, supplemental materials). Results have 2 
indicated that individuals with strong beliefs in the necessity of their medication and fewer 3 
concerns over its use tend to have better medication adherence independent of illness 4 
perceptions (e.g., Byrne, Walsh, & Murphy, 2005; Horne & Weinman, 2002; Nicklas, 5 
Dunbar, & Wild, 2010). The unique effects of beliefs about medication identified in this 6 
research highlights the importance of including treatment beliefs in the revised common-7 
sense process model. 8 
A specific example illustrating the effects of additional beliefs in the revised 9 
common-sense model is presented in Figure 6. In this model, problem-focused coping 10 
procedures are depicted as a response to illness beliefs, consistent with the original model. 11 
Coping is also viewed as a response to beliefs about the coping response itself derived from 12 
social cognitive theories (e.g., attitudes, self-efficacy, coping self-efficacy). Intentions are 13 
also included as a mediator of the effects of illness and behavioral beliefs on coping 14 
procedures to reflect the effort and motivation toward the coping response. The relative 15 
contribution of each belief set advances theory by illustrating the specific pathways that 16 
influence patients’ decisions on the adoption of coping procedures. Testing these pathways 17 
empirically within the revised model may provide formative evidence to assist in the 18 
identification of the beliefs that should be targeted in interventions to promote participation in 19 
appropriate coping strategies (Hagger, Hardcastle, et al., 2016; Orbell et al., 2006). The 20 
model also provides the opportunity to explore potential interactions between the sets of 21 
beliefs. Given research indicating that individuals are more likely to engage in health 22 
behaviors in response to a perceived threat when motivation and self-efficacy are high (e.g., 23 
Peters, Ruiter, & Kok, 2013), we have indicated that threat perceptions may moderate the 24 
effect of intentions on problem-focused coping (see broken line in Figure 6). 25 
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We also incorporate action planning as an important component of the process 1 
preceding the adoption of coping procedures. Leventhal et al. identified action plans as 2 
critical to the implementation of coping strategies to manage illness outcomes. The plans 3 
identify the specific coping response (e.g., taking an insulin injection), the context in which it 4 
will be performed (e.g., in the morning 15 minutes before breakfast), and expectations of the 5 
outcomes of the response (e.g., appropriately-managed blood glucose levels). In the model, 6 
action plans are depicted as generated by representations of the illness threat and beliefs 7 
about the behavior. Furthermore, action plans form a ‘bridge’ between intentions and the 8 
enactment of the coping procedure, as illustrated by the mediation of the effect of intentions 9 
on coping by action plans in Figure 6. Formation of action plans has been shown to be pivotal 10 
for illness management by assisting individuals in the efficient enactment of an appropriate, 11 
effective coping response to a threat representation (Leventhal et al., 2016). The concept of 12 
action plans has also been adopted and applied as an important intervention technique in the 13 
promotion of health behavior in multiple contexts (e.g., Hagger, Luszczynska, et al., 2016; 14 
Orbell, Hodgkins, & Sheeran, 1997; Schwarzer, 2008). Action plans provide opportunities to 15 
intervene and promote better adherence to health behaviors. Whereas some patients with 16 
chronic illnesses form action plans independently, others need assistance from health 17 
professionals. Assisting patients in developing appropriate skills to generate their own action 18 
plans may provide important means to enhance coping self-regulation. 19 
It is important to note that the proposed effects in our revised common-sense process 20 
model are speculative, based on a combination of the findings of the current research, theory, 21 
and evidence from primary research to provide potential explanations for effects identified in 22 
the current analysis. We expect the revised model to provide a starting point for future 23 
research examining the processes by which representations impact outcomes in the common-24 
sense model and we have provided examples of some key hypotheses that might be tested. 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 69 
Such research will assist in further advancing the common-sense model and the processes 1 
involved in coping with chronic illness. 2 
Strengths, Limitations and Recommendations 3 
The current analysis has numerous strengths. It is the first test of the sufficiency of a 4 
process model, based on the common-sense model of self-regulation, in which coping 5 
responses mediate the effects of illness representations on illness outcomes across research in 6 
chronic illness using a quantitative cumulative synthesis. No previous research has tested a 7 
comprehensive model that accounts for multiple representation, coping, and outcome 8 
constructs simultaneously. Our data set comprising studies from multiple chronic illnesses 9 
allowed us to test the sufficiency of a full mediation model, in which coping strategies fully 10 
accounted for effects of representation dimensions on outcomes, compared to an alternative 11 
in which both direct and indirect effects were specified (viz. Bagozzi, 1981; Hagger, Chan, et 12 
al., 2016). In addition, our research also permitted tests of the unique effects of illness 13 
representation dimensions on coping strategies and illness outcomes that may contribute to 14 
explaining coping selection and outcomes and the selection of potential targets for behavioral 15 
interventions. A further strength of the current analysis is our systematic classification and 16 
coding of measures of illness representation, coping, and outcome across research adopting 17 
the common-sense model in chronic illness. The theory-based classification was also 18 
essential to minimize potential shared variance between constructs attributable to conceptual 19 
overlap. Building on a previous coding scheme developed by Hagger and Orbell (2003), we 20 
developed a set of definitions of constructs and used expert raters to develop sets of 21 
independent illness representation, coping, and outcome categories which accounted for all 22 
measures adopted in studies eligible for inclusion in the current analysis. We have provided 23 
this coding scheme in the online supplemental materials (see Appendixes F, G, and H, 24 
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supplemental materials) so that researchers may locate future analyses within the current one, 1 
and to assist researchers in categorizing coping and outcome measures. 2 
A key limitation of the present analysis is that the vast majority of included studies 3 
were correlational in design, those adopting experimental or intervention designs numbered 4 
relatively few by comparison. This has also been noted in previous reviews on research 5 
adopting the common-sense model (Hagger & Orbell, 2003; Leventhal et al., 2016). Not only 6 
does the preponderance of correlational designs limit the extent to which causal effects can be 7 
inferred, it also neglects the proposed dynamic nature of the model in which experience with 8 
coping strategies and changes in symptoms provide feedback for the individual to modify his 9 
or her beliefs and subsequent coping procedures. While the introduction of a time lag 10 
between representation and coping or outcome measures in research on the common-sense 11 
model may provide some indication of proposed direction, the resulting data will be static, 12 
and will not account for change over time. 13 
Given the heavy dependence on correlational data, causation in the process model is 14 
inferred from theory rather than data. While analytic methods such as the path analyses used 15 
in the present study imply directional relations, alternative models which specify other 16 
directional relations among the variables could be estimated and would be plausible from a 17 
statistical and empirical perspective, even if they were not consistent with theory. The 18 
correlational nature of the data may account for some of the patterns of effects among model 19 
variables identified in the current analysis and in previous research. For example, similar to 20 
other meta-analyses, we found negative effects of perceived consequences on problem-21 
focused coping and adaptive outcomes, when a theory-based expectation was that such 22 
beliefs would serve as a stimulus for problem-focused action focused on treatment to manage 23 
the threat. Given the correlational data on which this finding is based, one interpretation 24 
would be that the beliefs about consequences is a result of adherence such that success with 25 
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problem-focused-coping behaviors may have led to better illness outcome and hence fewer 1 
perceived consequences. The correlational data does not account for such dynamic processes 2 
and cross-lagged panel designs in which previous experience with coping and past behavior 3 
are modelled along with illness representations may provide a solution. 4 
Findings from our current analysis should be interpreted with these limitations in 5 
mind, and the current test does not provide strong evidence to support the directional nature 6 
of the causal structure proposed in the process model. We advocate the adoption of 7 
longitudinal studies adopting cross-lagged panel designs, preferably in close proximity to first 8 
diagnosis, so that change in the representation, coping, and outcome constructs over time can 9 
be modelled. Such analyses would better capture dynamic effects in the model proposed in its 10 
original operationalization (Leventhal & Cleary, 1980; Martin et al., 2003). Similarly, 11 
randomized controlled intervention designs and experimental studies in which illness beliefs 12 
are manipulated and effects on subsequent coping behaviors and illness outcomes over time 13 
should also be conducted. Such data would shed light on the causal and dynamic effects in 14 
the model. To date, there have been few studies that have adopted experimental and 15 
intervention designs that involve manipulation of common-sense model constructs and 16 
examination of their effects on outcomes (e.g., Evans & Norman, 2009; Jonsbu, Martinsen, 17 
Morken, Moum, & Dammen, 2013; Petrie, Cameron, Ellis, Buick, & Weinman, 2002). We 18 
recognize the challenges inherent in collecting such data, but the contribution would be 19 
substantive given the dearth of research testing causal and dynamic effects in the common-20 
sense model. 21 
Conclusion 22 
Our meta-analysis of the common-sense model of self-regulation advances previous 23 
research by simultaneously testing the mechanisms by which illness representations relate to 24 
outcomes mediated by coping strategies based on Leventhal et al.’s (1980) predictions. 25 
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Overall, we rejected a full mediation model in favor of a model that included both direct and 1 
indirect effects of representation dimensions on illness outcomes through coping strategies. 2 
We also identified specific mediated pathways which demonstrated that illness 3 
representations that signal a health threat, such as perceived consequences, were related to 4 
both adaptive and maladaptive outcomes through specific coping strategies. Identification of 5 
these specific pathways is important for a full understanding of model effects and conclusions 6 
based on zero-order relations or overall pathways could be misleading. Our tests of effects of 7 
key moderators revealed few moderation effects and did not resolve the heterogeneity 8 
identified in the effect sizes across studies on the model. Many of the studies in the current 9 
analysis adopted self-report measures and correlational designs, and we call for research 10 
adopting stronger designs, particularly intervention and experimental research, and research 11 
using objective measures of specific, behavioral, problem-focused coping strategies and 12 
illness outcomes. The research would be extremely informative in resolving some of the 13 
relatively untested processes in the common-sense model, such as the dynamic process by 14 
which patients’ lay representations of illness relate to coping strategy selection, and, 15 
subsequently, coping appraisals. We have also proposed a revised common-sense process 16 
model that we hope will catalyze primary research testing the effects of moderators, beliefs 17 
about coping, and treatment beliefs on coping behavior selection and illness outcomes. We 18 
expect findings from the current analysis and revised model will stimulate future research and 19 
theory development to advance knowledge on the processes by which illness beliefs affect 20 
coping and outcomes in chronic disease. 21 
22 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 73 
References 1 
References marked with an asterisk indicate studies included in the meta-analysis. 2 
*Aalto, A.-M., Heijmans, M., Weinman, J., & Aro, A. R. (2005). Illness perceptions in 3 
coronary heart disease. Sociodemographic, illness-related, and psychosocial 4 
correlates. Journal of Psychosomatic Research, 58, 393-402. doi: 5 
10.1016/j.jpsychores.2005.03.001 6 
*Ackroyd, K., Fortune, D. G., Price, S., Howell, S., Sharrack, B., & Isaac, C. L. (2011). 7 
Adversarial growth in patients with multiple sclerosis and their partners: 8 
Relationships with illness perceptions, disability and distress. Journal of Clinical 9 
Psychology in Medical Settings, 18, 372-379. doi: 10.1007/s10880-011-9265-0 10 
*Aflakseir, A. (2012). Role of illness and medication perceptions on adherence to medication 11 
in a group of Iranian patients with type 2 diabetes. Journal of Diabetes, 4, 243-247. 12 
doi: 10.1111/j.1753-0407.2012.00183.x 13 
*Alsén, P., Brink, E., Persson, L.-O., Brändström, Y., & Karlson, B. W. (2010). Illness 14 
perceptions after myocardial infarction: Relations to fatigue, emotional distress, and 15 
health-related quality of life. Journal of Cardiovascular Nursing, 25, E1-E10. doi: 16 
10.1097/JCN.0b013e3181c6dcfd 17 
Anagnostopoulos, F., Dimitrakaki, C., Fitzsimmons, D., Potamianos, G., Niakas, D., & 18 
Tountas, Y. (2012). Health beliefs and illness perceptions as related to mammography 19 
uptake in randomly selected women in Greece. Journal of Clinical Psychology in 20 
Medical Settings, 19, 147-164. doi: 10.1007/s10880-011-9272-1 21 
*Arat, S., Verschueren, P., De Langhe, E., Smith, V., Vanthuyne, M., Diya, L., . . . 22 
Westhovens, R. (2012). The association of illness perceptions with physical and 23 
mental health in systemic sclerosis patients: An exploratory study. Musculoskeletal 24 
Care, 10, 18-28. doi: 10.1002/msc.223 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 74 
Bagozzi, R. P. (1981). An examination of the validity of two models of attitude. Multivariate 1 
Behavioral Research, 16, 323-359. doi: 10.1207/s15327906mbr1603_4 2 
Balck, F., Preuss, M., Hendrischke, A., & Lippmann, M. (2012). Change of illness 3 
representations and quality of life during the course of a psychotherapeutic-4 
psychosomatic treatment. Zeitschrift Fur Psychosomatische Medizin Und 5 
Psychotherapie, 58, 357-373. doi: 10.13109/zptm.2012.58.4.357 6 
Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change. 7 
Psychological Review, 84, 191-215. doi: 10.1037/0033-295X.84.2.191 8 
*Barnes, L., Moss-Morris, R., & Kaufusi, M. (2004). Illness beliefs and adherence in diabetes 9 
mellitus: A comparison between Tongan and European patients. The New Zealand 10 
Medical Journal, 117, U743.  11 
Baumann, L. J., Cameron, L. D., Zimmerman, R. S., & Leventhal, H. (1989). Illness 12 
representations and matching labels with symptoms. Health Psychology, 8, 449-469. 13 
doi: 10.1037/0278-6133.8.4.449 14 
*Bean, D., Cundy, T., & Petrie, K. J. (2007). Ethnic differences in illness perceptions, self-15 
efficacy and diabetes self-care. Psychology & Health, 22, 787-811. doi: 16 
10.1080/14768320600976240 17 
*Benyamini, Y., Goner-Shilo, D., & Lazarov, A. (2012). Illness perception and quality of life 18 
in patients with contact dermatitis. Contact Dermatitis, 67, 193-199. doi: 19 
10.1111/j.1600-0536.2012.02071.x 20 
*Benyamini, Y., Gozlan, M., & Kokia, E. (2004). On the self-regulation of a health threat: 21 
Cognitions, coping, and emotions in women undergoing treatment for infertility. 22 
Cognitive Therapy and Research, 28, 557-592. doi: 23 
10.1023/B:COTR.0000045566.97966.22 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 75 
*Benyamini, Y., Medalion, B., & Garfinkel, D. (2007). Patient and spouse perceptions of the 1 
patient's heart disease and their associations with received and provided social support 2 
and undermining. Psychology & Health, 22, 765-785. doi: 3 
10.1080/14768320601070639 4 
*Bishop, F. L., Yardley, L., & Lewith, G. T. (2006). Why do people use different forms of 5 
complementary medicine? Multivariate associations between treatment and illness 6 
beliefs and complementary medicine use. Psychology & Health, 21, 683-698. doi: 7 
10.1080/14768320500444216 8 
*Bishop, F. L., Yardley, L., & Lewith, G. T. (2008). Treatment appraisals and beliefs predict 9 
adherence to complementary therapies: A prospective study using a dynamic extended 10 
self-regulation model. British Journal of Health Psychology, 13, 701–718. doi: 11 
10.1348/135910707X249570 12 
Bishop, G. D., & Converse, S. A. (1986). Illness representations: A prototype approach. 13 
Health Psychology, 5, 95-114. doi: 10.1037/0278-6133.5.2.95 14 
*Bonsaksen, T., Haukeland-Parker, S., Lerdal, A., & Fagermoen, M. S. (2007). A 1-year 15 
follow-up study exploring the associations between perception of illness and health-16 
related quality of life in persons with chronic obstructive pulmonary disease. 17 
International Journal of Chronic Obstructive Pulmonary Disease, 9, 41-50. doi: 18 
10.2147/COPD.S52700 19 
*Bonsaksen, T., Lerdal, A., & Fagermoen, M. S. (2012). Factors associated with self-efficacy 20 
in persons with chronic illness. Scandinavian Journal of Psychology, 53, 333-339. 21 
doi: 10.1111/j.1467-9450.2012.00959.x 22 
*Boot, C. R. L., Heijmans, M., van der Gulden, J. W. J., & Rijken, M. (2017). The role of 23 
illness perceptions in labor participation of the chronically ill. International Archives 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 76 
of Occupational and Environmental Health, 82, 13-20. doi: 10.1007/s00420-007-1 
0298-5 2 
Borenstein, M. (2011). Comprehensive Meta-Analysis [Computer Program] (Version 2.2). 3 
Englewood, NJ: Biostat.  4 
Borenstein, M., Higgins, J. P. T., Hedges, L. V., & Rothstein, H. R. (2017). Basics of meta-5 
analysis: I2 is not an absolute measure of heterogeneity. Research Synthesis Methods, 6 
8, 5-18. doi: 10.1002/jrsm.1230 7 
Brandes, K., & Mullan, B. A. (2014). Can the common-sense model predict adherence in 8 
chronically ill patients? A meta-analysis. Health Psychology Review, 8, 129-153. doi: 9 
10.1080/17437199.2013.820986 10 
*Brewer, N. T., Chapman, G. B., Brownlee, S., & Leventhal, E. (2002). Cholesterol control, 11 
medication adherence and illness cognition. British Journal of Health Psychology, 7, 12 
433-447. doi: 10.1348/135910702320645408 13 
*Broadbent, E., Donkin, L., & Stroh, J. C. (2011). Illness and treatment perceptions are 14 
associated with adherence to medications, diet, and exercise in diabetic patients. 15 
Diabetes Care, 34, 338.  16 
*Broadbent, E., Petrie, K. J., Main, J., & Weinman, J. (2006). The brief illness perception 17 
questionnaire. Journal of Psychosomatic Research, 60, 631-637. doi: 18 
10.1016/j.jpsychores.2005.10.020 19 
Broadbent, E., Wilkes, C., Koschwanez, H., Weinman, J., Norton, S., & Petrie, K. J. (2015). 20 
A systematic review and meta-analysis of the Brief Illness Perception Questionnaire. 21 
Psychology & Health, 30, 1361-1385. doi: 10.1080/08870446.2015.1070851 22 
Brown, S. P., Westbrook, R. A., & Challagalla, G. (2005). Good cope, bad cope: Adaptive 23 
and maladaptive coping strategies following a critical negative work event. Journal of 24 
Applied Psychology, 90, 792-798. doi: 10.1037/0021-9010.90.4.792 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 77 
*Buck, F., Drinnan, M., Wilson, J., & Barnard, I. S. (2006). What are the illness perceptions 1 
of people with dysphonia: a pilot study. The Journal of Laryngology & Otology, 121, 2 
31-39. doi: 10.1017/S0022215106004002 3 
*Bucks, R. S., Hawkins, K., Skinner, T. C., Horn, S., Seddon, P., & Horne, R. (2009). 4 
Adherence to treatment in adolescents with cystic fibrosis: The role of illness 5 
perceptions and treatment beliefs. Journal of Pediatric Psychology, 34, 893-902. doi: 6 
10.1093/jpepsy/jsn135 7 
*Byrne, M., Walsh, J., & Murphy, A. W. (2005). Secondary prevention of coronary heart 8 
disease: Patient beliefs and health-related behaviour. Journal of Psychosomatic 9 
Research, 58, 403-415. doi: 10.1016/j.jpsychores.2004.11.010 10 
*Cameron, L. D., Booth, R. J., Schlatter, M., Ziginskas, D., Harman, J. E., & Benson, S. R. 11 
C. (2005). Cognitive and affective determinants of decisions to attend a group 12 
psychosocial support program for women with breast cancer. Psychosomatic 13 
Medicine, 67, 584-589. doi: 10.1097/01.psy.0000170834.54970.f5 14 
*Carlisle, A. C. S., John, A. M. H., Fife-Schaw, C., & Lloyd, M. (2005). The self-regulatory 15 
model in women with rheumatoid arthritis: Relationships between illness 16 
representations, coping strategies, and illness outcome. British Journal of Health 17 
Psychology, 10, 571-587. doi: 10.1348/135910705X52309 18 
*Cartwright, T., Endean, N., & Porter, A. (2009). Illness perceptions, coping and quality of 19 
life in patients with alopecia. British Journal of Dermatology, 160, 1034-1039. doi: 20 
10.1111/j.1365-2133.2008.09014.x 21 
*Cartwright, T., & Lamb, R. (1999). The self-regulatory model: A framework for chronic 22 
illness. Paper presented at the British Psychological Society Division of Health 23 
Psychology Annual Conference 1999, Leeds, England. 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 78 
Carver, C. S., Scheier, M. F., & Pozo, C. (1992). Conceptualizing the process of coping with 1 
health problems. In H. S. Friedman (Ed.), Hostility, coping, and health (pp. 167-187). 2 
Washington, DC: APA. 3 
Carver, C. S., Scheier, M. F., & Weintraub, J. K. (1989). Assessing coping strategies: A 4 
theoretically based approach. Journal of Personality and Social Psychology, 56, 267-5 
283. doi: 10.1037//0022-3514.56.2.267 6 
*Chaboyer, W., Lee, B.-O., Wallis, M., Gillespie, B., & Jones, C. (2010). Illness 7 
representations predict health-related quality of life 6 months after hospital discharge 8 
in individuals with injury: A predictive survey. Journal of Advanced Nursing, 66, 9 
2743-2750. doi: 10.1111/j.1365-2648.2010.05431.x 10 
*Chalder, T., Godfrey, E., Ridsdale, L., King, M., & Wessely, S. (2003). Predictors of 11 
outcome in a fatigued population in primary care following a randomized controlled 12 
trial. Psychological Medicine, 33, 283-287. doi: 10.1017/S0033291702007006 13 
*Chan, J. C. Y., Ong, J. C. Y., Avalos, G., Regan, P. J., McCann, J., Groarke, A., & Kelly, J. 14 
L. (2009). Illness representations in patients with hand injury. Journal of Plastic, 15 
Reconstructive & Aesthetic Surgery, 62, 927-932. doi: 10.1016/j.bjps.2007.11.057 16 
*Chen, S.-L., Tsai, J.-C., & Chou, K.-R. (2011). Illness perceptions and adherence to 17 
therapeutic regimens among patients with hypertension: A structural modeling 18 
approach. International Journal of Nursing Studies, 48, 235-245. doi: 19 
10.1016/j.ijnurstu.2010.07.005 20 
*Chen, S.-L., Tsai, J.-C., & Lee, W.-L. (2009). The impact of illness perception on adherence 21 
to therapeutic regimens of patients with hypertension in Taiwan. Journal of Clinical 22 
Nursing, 18, 2234-2244. doi: 10.1111/j.1365-2702.2008.02706.x 23 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 79 
Cheung, G. W., & Rensvold, R. B. (2002). Evaluating goodness-of-fit indexes for testing 1 
measurement invariance. Structural Equation Modeling, 9, 233-255. doi: 2 
10.1207/S15328007SEM0902_5 3 
Chilcot, J., & Moss-Morris, R. (2013). Changes in illness-related cognitions rather than 4 
distress mediate improvements in irritable bowel syndrome (IBS) symptoms and 5 
disability following a brief cognitive behavioural therapy intervention. Behaviour 6 
Research and Therapy, 51, 690-695. doi: 10.1016/j.brat.2013.07.007 7 
Chilcot, J., Norton, S., Wellsted, D., & Farrington, K. (2012). The factor structure of the 8 
revised illness perception questionnaire (IPQ-R) in end-stage renal disease patients. 9 
Psychology, Health and Medicine, 17, 578-588. doi: 10.1080/13548506.2011.647702 10 
*Chilcot, J., Norton, S., Wellsted, S., Davenport, A., Firth, J., & Farrington, K. (2013). 11 
Distinct depression symptom trajectories over the first year of dialysis: Associations 12 
with illness perceptions. Annals of Behavioral Medicine, 45, 78-88. doi: 13 
10.1007/s12160-012-9410-5 14 
*Chilcot, J., Wellsted, D., Davenport, A., & Farrington, K. (2011). Illness representations and 15 
concurrent depression symptoms in haemodialysis patients. Journal of Health 16 
Psychology, 16, 1127-1137. doi: 10.1177/1359105311401672 17 
*Chilcot, J., Wellsted, D., & Farrington, K. (2010). Illness representations are associated with 18 
fluid nonadherence among hemodialysis patients. Journal of Psychosomatic 19 
Research, 68, 203-212. doi: 10.1016/j.jpsychores.2009.08.010 20 
*Chilcot, J., Wellsted, D., & Farrington, K. (2011). Illness perceptions predict survival in 21 
haemodialysis patients. American Journal of Nephrology, 33, 358-363. doi: 22 
10.1159/000326752 23 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 80 
*Chong, J., Mackey, A. H., Broadbent, E., & Stott, N. S. (2012). Children’s perceptions of 1 
their cerebral palsy and their impact on life satisfaction. Disability and Rehabilitation, 2 
34, 2053-2060. doi: 10.3109/09638288.2012.669021 3 
Cochran, W. G. (1952). The χ2 test of goodness of fit. Annals of Mathematical Statistics, 23, 4 
315-345. doi: 10.1214/aoms/1177692778 5 
*Cooper, M., Stockford, K., & Turner, H. (2007). Stages of change in anorexic and bulimic 6 
disorders: The importance of illness representations. Eating Behaviors, 8, 474-484. 7 
doi: 10.1016/j.eatbeh.2007.01.003 8 
*Corter, A. L., Findlay, M., Broom, R., Porter, D., & Petrie, K. J. (2013). Beliefs about 9 
medicine and illness are associated with fear of cancer recurrence in women taking 10 
adjuvant endocrine therapy for breast cancer. British Journal of Health Psychology, 11 
18, 168-181. doi: 10.1111/bjhp.12003 12 
*Costanzo, E. S., Lutgendorf, S. K., & Roeder, S. L. (2011). Common-sense beliefs about 13 
cancer and health practices among women completing treatment for breast cancer. 14 
Psycho-Oncology, 20, 53-61. doi: 10.1002/pon.1707 15 
*Covic, A., Seica, A., Gusbeth-Tatomir, P., Gavrilovici, O., & Goldsmith, D. J. A. (2004). 16 
Illness representations and quality of life scores in haemodialysis patients. 17 
Nephrology Dialysis Transplantation, 19, 2078-2083. doi: 10.1093/ndt/gfh254 18 
*Dalbeth, N., Petrie, K. J., House, M., Chong, J., Leung, W., Chegudi, R., . . . Taylor, W. J. 19 
(2011). Illness perceptions in patients with gout and the relationship with progression 20 
of musculoskeletal disability. Arthritis Care & Research, 63, 1605-1612. doi: 21 
10.1002/acr.20570 22 
*Daleboudt, G. M. N., Broadbent, E., McQueen, F., & Kaptein, A. A. (2011). Intentional and 23 
unintentional treatment nonadherence in patients with systemic lupus erythematosus. 24 
Arthritis Care & Research, 63, 342-350. doi: 10.1002/acr.20411 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 81 
*De Filippis, S., Erbuto, D., Gentili, F., Innamorati, M., Lester, D., Tatarelli, R., . . . Pompili, 1 
M. (2008). Mental turmoil, suicide risk, illness perception, and temperament, and 2 
their impact on quality of life in chronic daily headache. The Journal of Headache 3 
and Pain, 9, 349-357. doi: 10.1007/s10194-008-0072-4 4 
*de Rooij, A., van der Leeden, M., Roorda, L. D., Steultjens, M. P., & Dekker, J. (2013). 5 
Predictors of outcome of multidisciplinary treatment in chronic widespread pain: an 6 
observational study. BMC Musculoskeletal Disorders, 14, 133. doi: 10.1186/1471-7 
2474-14-133 8 
Deary, V., Chalder, T., & Sharpe, M. (2007). The cognitive behavioural model of medically 9 
unexplained symptoms: A theoretical and empirical review. Clinical Psychology 10 
Review, 27, 781-797. doi: 10.1016/j.cpr.2007.07.002 11 
*DeJong, H., Hillcoat, J., Perkins, S., Grover, M., & Schmidt, U. (2012). Illness perception in 12 
bulimia nervosa. Journal of Health Psychology, 17, 399-408. doi: 13 
10.1177/1359105311416874 14 
Dempster, M., Howell, D., & McCorry, N. K. (2015). Illness perceptions and coping in 15 
physical health conditions: A meta-analysis. Journal of Psychosomatic Research, 79, 16 
506-513. doi: 10.1016/j.jpsychores.2015.10.006 17 
*Dempster, M., McCorry, N. K., Brennan, E., Donnelly, M., Murray, L., & Johnston, B. T. 18 
(2012). Psychological distress among survivors of esophageal cancer: The role of 19 
illness cognitions and coping. Diseases of the Esophagus, 25, 222-227. doi: 20 
10.1111/j.1442-2050.2011.01233.x 21 
*Dempster, M., McCorry, N. K., Brennan, E., Donnelly, M., Murray, L. J., & Johnston, B. T. 22 
(2011a). Do changes in illness perceptions predict changes in psychological distress 23 
among oesophageal cancer survivors? Journal of Health Psychology, 16, 500-509. 24 
doi: 10.1177/1359105310386633 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 82 
*Dempster, M., McCorry, N. K., Brennan, E., Donnelly, M., Murray, L. J., & Johnston, B. T. 1 
(2011b). Illness perceptions among carer–survivor dyads are related to psychological 2 
distress among Oesophageal cancer survivors. Journal of Psychosomatic Research, 3 
70, 432-439. doi: 10.1016/j.jpsychores.2010.07.007 4 
*Dennison, L., Moss-Morris, R., Silber, E., Galea, I., & Chalder, T. (2010). Cognitive and 5 
behavioural correlates of different domains of psychological adjustment in early-stage 6 
multiple sclerosis. Journal of Psychosomatic Research, 69, 353-361. doi: 7 
10.1016/j.jpsychores.2010.04.009 8 
*Dickens, C., Cherrington, A., & McGowan, L. (2011). Do cognitive and behavioral factors 9 
mediate the impact of depression on medical outcomes in people with coronary heart 10 
disease? Journal of Cardiopulmonary Rehabilitation and Prevention, 31. doi: 11 
10.1097/HCR.0b013e318207d32b 12 
*Dickens, C., McGowan, L., Percival, C., Tomenson, B., Cotter, L., Heagerty, A., & Creed, 13 
F. (2008). Negative illness perceptions are associated with new-onset depression 14 
following myocardial infarction. General Hospital Psychiatry, 30, 414-420. doi: 15 
10.1016/j.genhosppsych.2008.04.003 16 
DiMatteo, M. R., Haskard-Zolnierek, K. B., & Martin, L. R. (2012). Improving patient 17 
adherence: A three-factor model to guide practice. Health Psychology Review, 6, 74-18 
91. doi: 10.1080/17437199.2010.537592 19 
Ditlevsen, S., Christensen, U., Lynch, J., Damsgaard, M. T., & Keiding, N. (2005). The 20 
mediation proportion: A structural equation approach for estimating the proportion of 21 
exposure effect on outcome explained by an intermediate variable. Epidemiology, 16, 22 
114-120. doi: 10.1097/01.ede.0000147107.76079.07 23 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 83 
*Dorrian, A., Dempster, M., & Adair, P. (2009). Adjustment to inflammatory bowel disease: 1 
the relative influence of illness perceptions and coping. Inflammatory Bowel Diseases, 2 
15, 47-55. doi: 10.1002/ibd.20583 3 
Duval, S., & Tweedie, R. L. (2000). Trim and fill: A simple funnel plot based method of 4 
testing and adjusting for publication bias in meta-analysis. Biometrics, 56, 455–463. 5 
doi: 10.1111/j.0006-341X.2000.00455.x 6 
*Edgar, K. A., & Skinner, T. C. (2003). Illness representations and coping as predictors of 7 
emotional well-being in adolescents with type 1 diabetes. Journal of Pediatric 8 
Psychology, 28, 485-493. doi: 10.1093/jpepsy/jsg039 9 
*Edwards, R., Suresh, R., Lynch, S., Clarkson, P., & Stanley, P. (2001). Illness perceptions 10 
and mood in chronic fatigue syndrome. Journal of Psychosomatic Research, 50, 65-11 
68. doi: 10.1016/S0022-3999(00)00204-X 12 
Egger, M., Davey Smith, G., Schneider, M., & Minder, C. (1997). Meta-analyses: Separating 13 
the good from the bad. British Medical Journal, 315, 629-634. doi: 14 
10.1136/bmj.315.7109.629 15 
*Eiser, J. R., Riazi, A., Eiser, C., Hammersley, S., & Tooke, J. E. (2001). Predictors of 16 
psychological well-being in types 1 and 2 diabetes. Psychology and Health, 16, 99-17 
110. doi: 10.1080/08870440108405492 18 
Erblich, J., Montgomery, G. H., Valdimarsdottir, H. B., Cloitre, M., & Bovbjerg, D. (2003). 19 
Biased cognitive processing of cancer-related information among women with family 20 
histories of breast cancer: Evidence from a cancer Stroop task. Health Psychology, 22, 21 
235-244. doi: 10.1037/0278-6133.22.3.235 22 
*Evans, D., & Norman, P. (2009). lllness representations, coping and psychological 23 
adjustment to Parkinson's disease. Psychology & Health, 24, 1181-1196. doi: 24 
10.1080/08870440802398188 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 84 
*Fabbri, S., Kapur, N., Wells, A., & Creed, F. (2001). Emotional, cognitive, and behavioral 1 
characteristics of medical outpatients. Psychosomatics, 42, 74-77. doi: 2 
10.1176/appi.psy.42.1.74 3 
*Fan, S.-Y., Eiser, C., Ho, M.-C., & Lin, C.-Y. (2013). Health-related quality of life in 4 
patients with hepatocellular carcinoma: the mediation effects of illness perceptions 5 
and coping. Psycho-Oncology, 22, 1353-1360. doi: 10.1002/pon.3146 6 
*Fennessy, M. M., DeVon, H. A., Ryan, C., Lopez, J. J., & Zerwic, J. J. (2013). Changing 7 
illness perceptions and adherence to dual antiplatelet therapy in patients with stable 8 
coronary disease. Journal of Cardiovascular Nursing, 28, 573-583. doi: 9 
10.1097/JCN.0b013e31825d6060 10 
Field, A. P. (2001). Meta-analysis of correlation coefficients: A Monte Carlo comparison of 11 
fixed- and random- effects methods. Psychological Methods, 6, 161-180. doi: 12 
10.1037/1082-989X.6.2.161 13 
Figueiras, M. J., & Alves, N. C. (2007). Lay perceptions of serious illnesses: An adapted 14 
version of the Revised Illness Perception Questionnaire (IPQ-R) for healthy people. 15 
Psychology and Health, 22, 143-158. doi: 10.1080/14768320600774462 16 
*Fischer, M. J., Scharloo, M., Abbink, J., van ’t Hul, A. J., van Ranst, D., Rudolphus, A., . . . 17 
Kaptein, A. A. (2010). The dynamics of illness perceptions: Testing assumptions of 18 
Leventhal’s common-sense model in a pulmonary rehabilitation setting. British 19 
Journal of Health Psychology. doi: 10.1348/135910710X492693 20 
*Fischer, M. J., Scharloo, M., Abbink, J. J., van ‘t Hul, A. J., van Ranst, D., Rudolphus, A., . . 21 
. Kaptein, A. A. (2009). Drop-out and attendance in pulmonary rehabilitation: The 22 
role of clinical and psychosocial variables. Respiratory Medicine, 103, 1564-1571. 23 
doi: 10.1016/j.rmed.2008.11.020 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 85 
*Fischer, M. J., Wiesenhaan, M. E., Heijer, A. D.-d., Kleijn, W. C., Nortier, J. W. R., & 1 
Kaptein, A. A. (2013). From despair to hope: A longitudinal study of illness 2 
perceptions and coping in a psycho-educational group intervention for women with 3 
breast cancer. British Journal of Health Psychology, 18, 526-545. doi: 4 
10.1111/j.2044-8287.2012.02100.x 5 
Fishbein, M., & Ajzen, I. (2009). Predicting and changing behavior: The reasoned action 6 
approach. New York, NY: Psychology Press. 7 
Fitzgerald, J. T., Davis, W. K., Connell, C. M., Hess, G. E., Funnell, M. M., & Hiss, R. G. 8 
(1996). Development and validation of the diabetes care profile. Evaluation & the 9 
Health Professions, 19, 208-230. doi: 10.1177/016327879601900205 10 
Folkman, S., & Lazarus, R. S. (1988). Ways of coping questionnaire: Research edition. Palo 11 
Alto, CA: Consulting Psychologists Press Inc. 12 
*Ford, S., Howard, R., & Oyebode, J. (2012). Psychosocial aspects of coeliac disease: A 13 
cross-sectional survey of a UK population. British Journal of Health Psychology, 17, 14 
743-757. doi: 10.1111/j.2044-8287.2012.02069.x 15 
*Fortune, D. G., Richards, H. L., Main, C. J., & Griffiths, C. E. M. (2000). Pathological 16 
worrying, illness perceptions and disease severity in patients with psoriasis. British 17 
Journal of Health Psychology, 5, 71-82. doi: 10.1348/135910700168775 18 
*Foster, N. E., Bishop, A., Thomas, E., Main, C. J., Horne, R., Weinman, J., & Hay, E. 19 
(2008). Illness perceptions of low back pain patients in primary care: What are they, 20 
do they change and are they associated with outcome? PAIN, 136, 177-187. doi: 21 
10.1016/j.pain.2007.12.007 22 
*Foster, N. E., Thomas, E., Bishop, A., Dunn, K. M., & Main, C. J. (2010). Distinctiveness of 23 
psychological obstacles to recovery in low back pain patients in primary care. PAIN, 24 
148, 398-406. doi: 10.1016/j.pain.2009.11.002 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 86 
*Fowler, C., & Baas, L. S. (2006). Illness representations in patients with chronic kidney 1 
disease on maintenance hemodialysis. Nephrology Nursing Journal, 33, 173-187.  2 
French, D. P., Cooper, A., & Weinman, J. (2006). Illness perceptions predict attendance at 3 
cardiac rehabilitation following acute myocardial infarction: A systematic review with 4 
meta-analysis. Journal of Psychosomatic Research, 61, 757-767. doi: 5 
10.1016/j.jpsychores.2006.07.029 6 
*French, D. P., Lewin, R. J. P., Watson, N., & Thompson, D. R. (2005). Do illness 7 
perceptions predict attendance at cardiac rehabilitation and quality of life following 8 
myocardial infarction? Journal of Psychosomatic Research, 59, 315-322. doi: 9 
10.1016/j.jpsychores.2005.03.010 10 
*French, D. P., Wade, A. N., & Farmer, A. J. (2013). Predicting self-care behaviours of 11 
patients with type 2 diabetes: The importance of beliefs about behaviour, not just 12 
beliefs about illness. Journal of Psychosomatic Research, 74, 327-333. doi: 13 
10.1016/j.jpsychores.2012.12.008 14 
*French, D. P., Wade, A. N., Yudkin, P., Neil, H. A. W., Kinmonth, A. L., & Farmer, A. J. 15 
(2008). Self-monitoring of blood glucose changed non-insulin-treated Type 2 diabetes 16 
patients’ beliefs about diabetes and self-monitoring in a randomized trial. Diabetic 17 
Medicine, 25, 1218-1228. doi: 10.1111/j.1464-5491.2008.02569.x 18 
*Fu, L., Bundy, C., & Sadiq, S. A. (2011). Psychological distress in people with 19 
disfigurement from facial palsy. Eye, 25, 1322-1326. doi: 10.1038/eye.2011.158 20 
*Galli, U., Ettlin, D. A., Palla, S., Ehlert, U., & Gaab, J. (2010). Do illness perceptions 21 
predict pain-related disability and mood in chronic orofacial pain patients? A 6-month 22 
follow-up study. European Journal of Pain, 14, 550-558. doi: 23 
10.1016/j.ejpain.2009.08.011 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 87 
*Gandy, M., Sharpe, L., Perry, K. N., Miller, L., Thayer, Z., Boserio, J., & Mohamed, A. 1 
(2013). The psychosocial correlates of depressive disorders and suicide risk in people 2 
with epilepsy. Journal of Psychosomatic Research, 74, 227-232. doi: 3 
10.1016/j.jpsychores.2012.11.001 4 
*Gaston, A. M., Cottrell, D. J., & Fullen, T. (2012). An examination of how adolescent–5 
caregiver dyad illness representations relate to adolescents' reported diabetes self-6 
management. Child: Care, Health and Development, 38, 513-519. doi: 7 
10.1111/j.1365-2214.2011.01269.x 8 
Gervais, W. (2015). Putting PET-PEESE to the test. Retrieved July 5, 2015, from 9 
http://willgervais.com/blog/2015/6/25/putting-pet-peese-to-the-test-1 10 
*Gillanders, D. T., Ferreira, N. B., Bose, S., & Esrich, T. (2013). The relationship between 11 
acceptance, catastrophizing and illness representations in chronic pain. European 12 
Journal of Pain, 17, 893-902. doi: 10.1002/j.1532-2149.2012.00248.x 13 
*Giri, P., Poole, J., Nightingale, P., & Robertson, A. (2009). Perceptions of illness and their 14 
impact on sickness absence. Occupational Medicine, 59, 550-555. doi: 15 
10.1093/occmed/kqp123 16 
*Glasgow, R. E., Hampson, S. E., Stryker, L. A., & Ruggiero, L. (1997). Personal-model 17 
beliefs and social-environmental barriers related to diabetes self-management. 18 
Diabetes Care, 20, 556-561. doi: 10.2337/diacare.20.4.556 19 
*Glattacker, M., Opitz, U., & Jackel, W. H. (2011). Illness representations in women with 20 
fibromyalgia. British Journal of Health Psychology, 15, 367-387. doi: 21 
10.1348/135910709x466315 22 
*Glover, I., Novakovic, A., & Hunter, M. S. (2002). An exploration of the nature and causes 23 
of distress in women attending gynecology outpatient clinics. Journal of 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 88 
Psychosomatic Obstetrics & Gynecology, 23, 237-248. doi: 1 
10.3109/01674820209074678 2 
*Goldstein, L. H., Holland, L., Soteriou, H., & Mellers, J. D. C. (2005). Illness 3 
representations, coping styles and mood in adults with epilepsy. Epilepsy Research, 4 
67, 1-11. doi: 10.1016/j.eplepsyres.2005.06.008 5 
*Goldstein, L. H., Seed, P. T., Clark, L. V., Dowson, A. J., Jenkins, L. M., & Ridsdale, L. 6 
(2011). Predictors of outcome in patients consulting their general practitioners for 7 
headache: A prospective study. Psychology & Health, 26, 751-764. doi: 8 
10.1080/08870446.2010.493217 9 
*Goodman, D., Morrissey, S., Graham, D., & Bossingham, D. (2012). The Application of 10 
Cognitive—Behaviour Therapy in Altering Illness Representations of Systemic Lupus 11 
Erythematosus. Behaviour Change, 22, 156-171. doi: 10.1375/bech.2005.22.3.156 12 
Goodman, R. A., Posner, S. F., Huang, E. S., Perekh, A. K., & Koh, H. K. (2013). Defining 13 
and measuring chronic conditions: Imperatives for research, policy, program, and 14 
practice. Preventing Chronic Disease, 10, 120239. doi: 10.5888/pcd10.120239 15 
*Gould, R. V., Brown, S. L., & Bramwell, R. (2010). Psychological adjustment to 16 
gynaecological cancer: Patients' illness representations, coping strategies and mood 17 
disturbance. Psychology & Health, 25, 633-646. doi: 10.1080/08870440902811163 18 
*Gourounti, K., Anagnostopoulos, F., Potamianos, G., Lykeridou, K., Schmidt, L., & 19 
Vaslamatzis, G. (2012). Perception of control, coping and psychological stress of 20 
infertile women undergoing IVF. Reproductive BioMedicine Online, 24, 670-679. doi: 21 
10.1016/j.rbmo.2012.03.002 22 
*Grace, S. L., Krepostman, S., Brooks, D., Arthur, H., Scholey, P., Suskin, N., . . . Stewart, 23 
D. E. (2005). Illness perceptions among cardiac patients: Relation to depressive 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 89 
symptomatology and sex. Journal of Psychosomatic Research, 59, 153-160. doi: 1 
10.1016/j.jpsychores.2005.05.005 2 
*Graham, C. D., Weinman, J., Sadjadi, R., Chalder, T., Petty, R. E., Hanna, M. G., . . . Rose, 3 
M. R. (2013). A multicentre postal survey investigating the contribution of illness 4 
perceptions, coping and optimism to quality of life and mood in adults with muscle 5 
disease. Clinical Rehabilitation, 28, 508-519. doi: 10.1177/0269215513511340 6 
*Graves, H., Scott, D. L., Lempp, H., & Weinman, J. (2009). Illness beliefs predict disability 7 
in rheumatoid arthritis. Journal of Psychosomatic Research, 67, 417-423. doi: 8 
10.1016/j.jpsychores.2009.01.006 9 
Gray, L. J., Khunti, K., Williams, S., Goldby, S., Troughton, J., Yates, T., . . . , L. s. P. D. C. 10 
(2012). Let's prevent diabetes: Study protocol for a cluster randomised controlled trial 11 
of an educational intervention in a multi-ethnic UK population with screen detected 12 
impaired glucose regulation. Cardiovascular Diabetology, 11, 56. doi: 10.1186/1475-13 
2840-11-56 14 
*Gray, S. E., & Rutter, D. R. (2007). Illness representations in young people with chronic 15 
fatigue syndrome. Psychology & Health, 22, 159-174. doi: 16 
10.1080/14768320600774595 17 
*Grayson, P. C., Amudala, N. A., McAlear, C. A., Leduc, R. L., Shereff, D., Richesson, R., . 18 
. . Merkel, P. A. (2013). Illness perceptions and fatigue in systemic vasculitis. 19 
Arthritis Care & Research, 65, 1835-1843. doi: 10.1002/acr.22069 20 
*Griva, K., Davenport, A., Harrison, M., & Newman, S. P. (2010). An evaluation of illness, 21 
treatment perceptions, and depression in hospital- vs. home-based dialysis modalities. 22 
Journal of Psychosomatic Research, 69, 363-370. doi: 23 
10.1016/j.jpsychores.2010.04.008 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 90 
*Griva, K., Davenport, A., Harrison, M., & Newman, S. P. (2012). The impact of treatment 1 
transitions between dialysis and transplantation on illness cognitions and quality of 2 
life – A prospective study. British Journal of Health Psychology, 17, 812-827. doi: 3 
10.1111/j.2044-8287.2012.02076.x 4 
*Griva, K., Jayasena, D., Davenport, A., Harrison, M., & Newman, S. P. (2009). Illness and 5 
treatment cognitions and health related quality of life in end stage renal disease. 6 
British Journal of Health Psychology, 14, 17-34. doi: 10.1348/135910708X292355 7 
*Griva, K., Myers, L. B., & Newman, S. (2000). Illness perceptions and self-efficacy beliefs 8 
in adolescents and young adults with insulin dependent diabetes mellitus. Psychology 9 
and Health, 15, 733-750. doi: 10.1080/08870440008405578 10 
*Groarke, A., Curtis, R., Coughlan, R., & Gsel, A. (2004). The role of perceived and actual 11 
disease status in adjustment to rheumatoid arthritis. Rheumatology, 43, 1142-1149. 12 
doi: 10.1093/rheumatology/keh262 13 
*Groarke, A., Curtis, R., Coughlan, R., & Gsel, A. (2005). The impact of illness 14 
representations and disease activity on adjustment in women with rheumatoid 15 
arthritis: A longitudinal study. Psychology & Health, 20, 597-613. doi: 16 
10.1080/14768320500094177 17 
*Gump, B. B., Matthews, K. A., Scheier, M. F., Schulz, R., Bridges, M. W., & Magovern, G. 18 
J. (2001). Illness representations according to age and effects on health behaviors 19 
following coronary artery bypass graft surgery. Journal of the American Geriatrics 20 
Society, 49, 284-289.  21 
Hagger, M. S. (2006). Meta-analysis in sport and exercise research: Review, recent 22 
developments, and recommendations. European Journal of Sport Science, 6, 103-115. 23 
doi: 10.1080/17461390500528527 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 91 
Hagger, M. S., & Chatzisarantis, N. L. D. (2016). The trans-contextual model of autonomous 1 
motivation in education: Conceptual and empirical issues and meta-analysis. Review 2 
of Educational Research, 86, 360-407. doi: 10.3102/0034654315585005 3 
Hagger, M. S., Chan, D. K. C., Protogerou, C., & Chatzisarantis, N. L. D. (2016). Using 4 
meta-analytic path analysis to test theoretical predictions in health behavior: An 5 
illustration based on meta-analyses of the theory of planned behavior. Preventive 6 
Medicine, 89, 154-161. doi: 10.1016/j.ypmed.2016.05.020 7 
*Hagger, M. S., Chatzisarantis, N. L. D., Griffin, M., & Thatcher, J. (2005). Injury 8 
representations, coping, emotions, and functional outcomes in athletes with sport-9 
related injuries: A test of self-regulation theory. Journal of Applied Social 10 
Psychology, 35, 2345-2374. doi: 10.1111/j.1559-1816.2005.tb02106.x 11 
Hagger, M. S., Hardcastle, S. J., Hingley, C., Strickland, E., Pang, J., & Watts, G. F. (2016). 12 
Predicting self-management behaviors in familial hypercholesterolemia using an 13 
integrated theoretical model: The impact of beliefs about illnesses and beliefs about 14 
behaviors. International Journal of Behavioral Medicine, 23, 282-294. doi: 15 
10.1007/s12529-015-9531-x 16 
Hagger, M. S., Luszczynska, A., de Wit, J., Benyamini, Y., Burkert, S., Chamberland, P.-E., . 17 
. . Gollwitzer, P. M. (2016). Implementation intention and planning interventions in 18 
health psychology: Recommendations from the Synergy expert group for research and 19 
practice. Psychology & Health, 31, 814–839. doi: 10.1080/08870446.2016.1146719 20 
Hagger, M. S., & Orbell, S. (2003). A meta-analytic review of the common-sense model of 21 
illness representations. Psychology and Health, 18, 141-184. doi: 22 
10.1080/088704403100081321 23 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 92 
Hagger, M. S., & Orbell, S. (2005). A confirmatory factor analysis of the revised illness 1 
perception questionnaire (IPQ-R) in a cervical screening context. Psychology and 2 
Health, 20, 161-173. doi: 10.1080/0887044042000334724 3 
*Hagger, M. S., & Orbell, S. (2006). Illness representation and emotion in people with 4 
abnormal screening results. Psychology and Health, 21, 183-209. doi: 5 
10.1080/14768320500223339 6 
*Hallas, C. N., Wray, J., Andreou, P., & Banner, N. R. (2011). Depression and perceptions 7 
about heart failure predict quality of life in patients with advanced heart failure. Heart 8 
& Lung: The Journal of Acute and Critical Care, 40, 111-121. doi: 9 
10.1016/j.hrtlng.2009.12.008 10 
*Hampson, S. E., Glasgow, R. E., & Foster, L. S. (1995). Personal models of diabetes among 11 
older adults: Relationship to self-management and other variables. The Diabetes 12 
Educator, 21, 300-306. doi: 10.1177/014572179502100407 13 
*Hampson, S. E., Glasgow, R. E., & Stryker, L. A. (2000). Beliefs versus feelings: A 14 
comparison of personal models and depression for predicting multiple outcomes in 15 
diabetes. British Journal of Health Psychology, 5, 27-40. doi: 16 
10.1348/135910700168748 17 
Hampson, S. E., Glasgow, R. E., & Toobert, D. J. (1990). Personal models of diabetes and 18 
their relations to self-care activities. Health Psychology, 9, 632-646. doi: 19 
10.1037/0278-6133.9.5.632 20 
*Hampson, S. E., Glasgow, R. E., & Zeiss, A. M. (1994). Personal models of osteoarthritis 21 
and their relation to self-management activities and quality of life. Journal of 22 
Behavioral Medicine, 17, 143-158. doi: 10.1007/BF01858102 23 
*Han, S. W., McColl, E., Barton, J. R., James, P., Steen, I. N., & Welfare, M. R. (2005). 24 
Predictors of quality of life in ulcerative colitis.: The importance of symptoms and 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 93 
illness representations. Inflammatory Bowel Diseases, 11, 24-34. doi: 1 
10.1097/00054725-200501000-00004 2 
*Hartman, J. E., Boezen, H. M., de Greef, M. H., & ten Hacken, N. H. (2013). Physical and 3 
psychosocial factors associated with physical activity in patients with chronic 4 
obstructive pulmonary disease. Archives of Physical Medicine and Rehabilitation, 94, 5 
2396-2402.e2397. doi: 10.1016/j.apmr.2013.06.029 6 
*Heerema-Poelman, A., Stuive, I., & Wempe, J. B. (2013). Adherence to a maintenance 7 
exercise program 1 year after pulmonary rehabilitation: What are the predictors of 8 
dropout? Journal of Cardiopulmonary Rehabilitation and Prevention, 33, 419-426. 9 
doi: 10.1097/HCR.0b013e3182a5274a 10 
*Heijmans, M. (1998). Coping and adaptive outcome in chronic fatigue syndrome: 11 
Importance of illness cognitions. Journal of Psychosomatic Research, 45, 39-51. doi: 12 
10.1016/s0022-3999(97)00265-1 13 
*Heijmans, M. (1999). The role of patients' illness representations in coping and functioning 14 
with Addison's disease. British Journal of Health Psychology, 4, 137-149. doi: 15 
10.1348/135910799168533 16 
*Heijmans, M., & De Ridder, D. (1998a). Assessing illness representations of chronic illness: 17 
Explorations of their disease-specific nature. Journal of Behavioral Medicine, 21, 18 
485-503. doi: 10.1023/a:1018788427100 19 
*Heijmans, M., & De Ridder, D. (1998b). Structure and determinants of illness 20 
representations in chronic disease: A comparison of Addison's disease and chronic 21 
fatigue syndrome. Journal of Health Psychology, 3, 523-537. doi: 22 
10.1177/135910539800300406 23 
*Helder, D. I., Kaptein, A. A., van Kempen, G. M. J., Weinman, J., van Houwelingen, H. C., 24 
& Roos, R. A. C. (2002). Living with Huntington's disease: Illness perceptions, 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 94 
coping mechanisms, and patients' well-being. British Journal of Health Psychology, 1 
7, 449-462. doi: 10.1348/135910702320645417 2 
*Hemphill, R. C., Stephens, M. A. P., Rook, K. S., Franks, M. M., & Salem, J. K. (2013). 3 
Older adults’ beliefs about the timeline of type 2 diabetes and adherence to dietary 4 
regimens. Psychology & Health, 28, 139-153. doi: 10.1080/08870446.2012.685740 5 
Henderson, C. J., Hagger, M. S., & Orbell, S. (2007). Does priming a specific illness schema 6 
result in an attentional information-processing bias for specific illnesses? Health 7 
Psychology, 26, 165-173. doi: 10.1037/0278-6133.26.2.165 8 
Henderson, C. J., Orbell, S., & Hagger, M. S. (2009). Illness schema activation and 9 
attentional bias to coping procedures. Health Psychology, 28, 101-107. doi: 10 
10.1037/a0013690 11 
*Hermele, S., Olivo, E. L., Namerow, P., & Oz, M. C. (2007). Illness representations and 12 
psychological distress in patients undergoing coronary artery bypass graft surgery. 13 
Psychology, Health & Medicine, 12, 580-591. doi: 10.1080/13548500601162705 14 
*Heyhoe, J., & Lawton, R. (2009). Distress in patients with interstitial cystitis: Do illness 15 
representations have a role to play? Psychology, Health & Medicine, 14, 726-739. doi: 16 
10.1080/13548500903431477 17 
Higgins, J. P. T., & Thompson, S. G. (2002). Quantifying heterogeneity in a meta-analysis. 18 
Statistics in Medicine, 21, 1539-1558. doi: 10.1002/sim.1186 19 
Higgins, J. P. T., Thompson, S. G., Deeks, J. J., & Altman, D. G. (2003). Measuring 20 
inconsistency in meta-analyses. British Medical Journal, 327, 557–560. doi: 21 
10.1136/bmj.327.7414.557 22 
*Hill, S., Dziedzic, K., Thomas, E., Baker, S. R., & Croft, P. (2007). The illness perceptions 23 
associated with health and behavioural outcomes in people with musculoskeletal hand 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 95 
problems: findings from the North Staffordshire Osteoarthritis Project (NorStOP). 1 
Rheumatology, 46, 944-951. doi: 10.1093/rheumatology/kem015 2 
Horne, R. (1997). Representations of medication and treatment: Advances in theory and 3 
measurement. In K. J. Petrie & J. A. Weinman (Eds.), Perceptions of health and 4 
Illness. London: Harwood Academic Publishers. 5 
*Horne, R., Cooper, V., Fisher, M., Buick, D., & Weinman, J. (2001). Predicting acceptance 6 
of highly active retroviral treatment (HAART): The utility of an extended self-7 
regulatory model. Paper presented at the European Health Psychology Society/British 8 
Psychology Society Division of Health Psychology Annual Conference, St. Andrews, 9 
Scotland.  10 
*Horne, R., & Weinman, J. (2002). Self-regulation and self-management in asthma: 11 
Exploring the role of illness perceptions and treatment beliefs in explaining non-12 
adherence to preventer medication. Psychology & Health, 17, 17-32. doi: 13 
10.1080/08870440290001502 14 
Horne, R., Weinman, J., & Hankins, M. (1999). The beliefs about medicines questionnaire: 15 
The development and evaluation of a new method for assessing the cognitive 16 
representation of medication. Psychology and Health, 14, 1-24. doi: 17 
10.1080/08870449908407311 18 
*Hou, R., Moss-Morris, R., Peveler, R., Mogg, K., Bradley, B. P., & Belli, A. (2012). When 19 
a minor head injury results in enduring symptoms: a prospective investigation of risk 20 
factors for postconcussional syndrome after mild traumatic brain injury. Journal of 21 
Neurology, Neurosurgery & Psychiatry, 83, 217-223. doi: 10.1136/jnnp-2011-300767 22 
*Howard, C., Hallas, C. N., Wray, J., & Carby, M. (2009). The relationship between illness 23 
perceptions and panic in chronic obstructive pulmonary disease. Behaviour Research 24 
and Therapy, 47, 71-76. doi: 10.1016/j.brat.2008.10.004 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 96 
Huang, B., Sivaganesan, S., Succop, P., & Goodman, E. (2004). Statistical assessment of 1 
mediational effects for logistic mediational models. Statistics in Medicine, 23, 2713-2 
2728. doi: 10.1002/sim.1847 3 
*Hudson, J. (2013). Do diabetes cognitions and poor emotional health predict adherence to 4 
diabetes self-care? A longitudinal test of the common sense self-regulation model 5 
using structural equation modelling. Unpublished PhD thesis, University of 6 
Manchester, Manchester, UK.    7 
Hudson, J. L., Bundy, C., Coventry, P. A., & Dickens, C. (2014). Exploring the relationship 8 
between cognitive illness representations and poor emotional health and their 9 
combined association with diabetes self-care. A systematic review with meta-analysis. 10 
Journal of Psychosomatic Research, 76, 265-274. doi: 11 
10.1016/j.jpsychores.2014.02.004 12 
Huedo-Medina, T. B., Sánchez-Meca, J., Marín-Martínez, F., & Botella, J. (2006). Assessing 13 
heterogeneity in meta-analysis: Q Statistic or I2 Index? Psychological Methods, 11, 14 
193-206. doi: 10.1037/1082-989X.11.2.193 15 
Hunter, J. E., & Schmidt, F. L. (2000). Fixed effects vs. random effects meta-analysis 16 
models: Implications for cumulative research knowledge in psychology. International 17 
Journal of Selection and Assessment, 8, 275-292. doi: 10.1111/1468-2389.00156 18 
Hunter, J. E., & Schmidt, F. L. (2004). Methods of meta-analysis: Correcting error and bias 19 
in research findings (2nd ed.). Newbury Park, CA: Sage. 20 
Hunter, M. S., & O’Dea, I. (1999). An evaluation of a health education intervention for mid-21 
aged women: five year follow-up of effects upon knowledge, impact of menopause 22 
and health. Patient Education and Counseling, 38, 249-255. doi: 10.1016/S0738-23 
3991(98)00143-8 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 97 
*Husain, M. O., Dearman, S. P., Chaudhry, I. B., Rizvi, N., & Waheed, W. (2008). The 1 
relationship between anxiety, depression and illness perception in tberculosis patients 2 
in Pakistan. Clinical Practice and Epidemiology in Mental Health, 4, 4. doi: 3 
10.1186/1745-0179-4-4 4 
Husebø, A. M. L., Dyrstad, S. M., Søreide, J. A., & Bru, E. (2012). Predicting exercise 5 
adherence in cancer patients and survivors: A systematic review and meta-analysis of 6 
motivational and behavioural factors. Journal of Clinical Nursing, 22, 4-21. doi: 7 
10.1111/j.1365-2702.2012.04322.x 8 
*Hyphantis, T., Kotsis, K., Tsifetaki, N., Creed, F., Drosos, A. A., Carvalho, A. F., & 9 
Voulgari, P. V. (2013). The relationship between depressive symptoms, illness 10 
perceptions and quality of life in ankylosing spondylitis in comparison to rheumatoid 11 
arthritis. Clinical Rheumatology, 32, 635-644. doi: 10.1007/s10067-012-2162-6 12 
*Ireland, J. A., Reid, M., Powell, R., & Petrie, K. J. (2005). The role of illness perceptions: 13 
psychological distress and treatment-seeking delay in patients with genital warts. 14 
International Journal of STD & AIDS, 16, 667-670. doi: 15 
10.1258/095646205774357334 16 
Jack, K., McLean, S. M., Moffett, J. K., & Gardiner, E. (2010). Barriers to treatment 17 
adherence in physiotherapy outpatient clinics: A systematic review. Manual Therapy, 18 
15, 220-228. doi: 0.1016/j.math.2009.12.004 19 
*Jackson, J., Fiddler, M., Kapur, N., Wells, A., Tomenson, B., & Creed, F. (2006). Number 20 
of bodily symptoms predicts outcome more accurately than health anxiety in patients 21 
attending neurology, cardiology, and gastroenterology clinics. Journal of 22 
Psychosomatic Research, 60, 357-363. doi: 10.1016/j.jpsychores.2006.02.006 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 98 
Janse, A. J., Sinnema, G., Uiterwaal, C. S. P. M., Kimpen, J. L. L., & Gemke, R. J. B. J. 1 
(2005). Quality of life in chronic illness: Perceptions of parents and paediatricians. 2 
Archives of Disease in Childhood, 90, 486-491. doi: 10.1136/adc.2004.051722 3 
*Jansen, D. L., Grootendorst, D. C., Rijken, M., Heijmans, M., Kaptein, A. A., Boeschoten, 4 
E. W., & Dekker, F. W. (2010). Pre-dialysis patients' perceived autonomy, self-5 
esteem and labor participation: associations with illness perceptions and treatment 6 
perceptions. A cross-sectional study. BMC Nephrology, 11, 35. doi: 10.1186/1471-7 
2369-11-35 8 
*Jessop, D. C., & Rutter, D. R. (2003). Adherence to asthma medication: The role of illness 9 
representations. Psychology & Health, 18, 595-612. doi: 10 
10.1080/0887044031000097009 11 
Johnson, B. T., & Eagly, A. H. (2014). Meta-analysis of social-personality psychological 12 
research. In H. T. Reis & C. M. Judd (Eds.), Handbook of research methods in social 13 
and personality psychology (2nd ed., pp. 675-707). London, UK: Cambridge 14 
University Press. 15 
Johnson, B. T., Low, R. E., & MacDonald, H. V. (2014). Panning for the gold in health 16 
research: Incorporating studies’ methodological quality in meta-analysis. Psychology 17 
& Health, 30, 135-152. doi: 10.1080/08870446.2014.953533 18 
*Jonsbu, E., Martinsen, E. W., Morken, G., Moum, T., & Dammen, T. (2012). Illness 19 
perception among patients with chest pain and palpitations before and after negative 20 
cardiac evaluation. BioPsychoSocial Medicine, 6, 19. doi: 10.1186/1751-0759-6-19 21 
*Jonsbu, E., Martinsen, E. W., Morken, G., Moum, T., & Dammen, T. (2013). Change and 22 
impact of illness perceptions among patients with non-cardiac chest pain or benign 23 
palpitations following three sessions of CBT. Behavioural and Cognitive 24 
Psychotherapy, 41, 398-407. doi: 10.1017/S1352465813000179 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 99 
*Jopson, N. M., & Moss-Morris, R. (2003). The role of illness severity and illness 1 
representations in adjusting to multiple sclerosis. Journal of Psychosomatic Research, 2 
54, 503-511. doi: 10.1016/S0022-3999(02)00455-5 3 
*Juergens, M. C., Seekatz, B., Moosdorf, R. G., Petrie, K. J., & Rief, W. (2010). Illness 4 
beliefs before cardiac surgery predict disability, quality of life, and depression 3 5 
months later. Journal of Psychosomatic Research, 68, 553-560. doi: 6 
10.1016/j.jpsychores.2009.10.004 7 
*Kaptein, A. A., Helder, D. I., Scharloo, M., Van Kempen, G. M. J., Weinman, J., Van 8 
Houwelingen, H. J. C., & Roos, R. A. C. (2006). Illness perceptions and coping 9 
explain well-being in patients with Huntington's disease. Psychology & Health, 21, 10 
431-446. doi: 10.1080/14768320500456947 11 
*Kaptein, A. A., Scharloo, M., Helder, D. I., Snoei, L., van Kempen, G. M. J., Weinman, J., . 12 
. . Roos, R. A. C. (2007). Quality of life in couples living with Huntington’s disease: 13 
the role of patients’ and partners’ illness perceptions. Quality of Life Research, 16, 14 
793-801. doi: 10.1007/s11136-007-9194-4 15 
*Karademas, E. C. (2012). Conditional indirect relations of cardiac patients’ subjective health 16 
to optimism through illness representations: A self-regulation circuit. Journal of 17 
Health Psychology, 17, 36-45. doi: 10.1177/1359105311405554 18 
Karademas, E. C., Bati, A., Karkania, V., Georgiou, V., & Sofokleous, S. (2013). The 19 
association between Pandemic Influenza A (H1N1) public perceptions and reactions: 20 
A prospective study. Journal of Health Psychology, 18, 419-428. doi: 21 
10.1177/1359105312436765 22 
*Karademas, E. C., & Giannousi, Z. (2013). Representations of control and psychological 23 
symptoms in couples dealing with cancer: A dyadic-regulation approach. Psychology 24 
& Health, 28, 67-83. doi: 10.1080/08870446.2012.713954 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 100 
*Karademas, E. C., Karamvakalis, N., & Zarogiannos, A. (2009). Life context and the 1 
experience of chronic illness: Is the stress of life associated with illness perceptions 2 
and coping? Stress & Health, 25, 405–412. doi: 10.1002/smi.1252 3 
*Karademas, E. C., Kynigopoulou, E., Aghathangelou, E., & Anestis, D. (2011). The relation 4 
of illness representations to the ‘end-stage’ appraisal of outcomes through health 5 
status, and the moderating role of optimism. Psychology & Health, 26, 567-583. doi: 6 
10.1080/08870441003653488 7 
*Karademas, E. C., Tsalikou, C., & Tallarou, M.-C. (2011). The Impact of Emotion 8 
Regulation and Illness-focused Coping Strategies on the Relation of Illness-related 9 
Negative Emotions to Subjective Health. Journal of Health Psychology, 16, 510-519. 10 
doi: 10.1177/1359105310392093 11 
*Keeling, M., Bambrough, J., & Simpson, J. (2013). Depression, anxiety and positive affect 12 
in people diagnosed with low-grade tumours: the role of illness perceptions. Psycho-13 
Oncology, 22, 1421-1427. doi: 10.1002/pon.3158 14 
*Kemp, S., Feely, M., Hay, A., Wild, H., & Cooper, C. (2007). Psychological factors and use 15 
of antiepileptic drugs: Pilot work using an objective measure of adherence. 16 
Psychology, Health & Medicine, 12, 107-113. doi: 10.1080/14622200500358937 17 
*Kemp, S., Morley, S., & Anderson, E. (1999). Coping with epilepsy: Do illness 18 
representations play a role? British Journal of Clinical Psychology, 38, 43-58. doi: 19 
10.1348/014466599162656 20 
*Kesler, A., Kliper, E., Goner-Shilo, D., & Benyamini, Y. (2009). Illness perceptions and 21 
quality of life amongst women with pseudotumor cerebri. European Journal of 22 
Neurology, 16, 931-936. doi: 10.1111/j.1468-1331.2009.02625.x 23 
*Khunti, K., Skinner, T. C., Heller, S., Carey, M. E., Dallosso, H. M., & Davies, M. J. 24 
(2008). Biomedical, lifestyle and psychosocial characteristics of people newly 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 101 
diagnosed with Type 2 diabetes: baseline data from the DESMOND randomized 1 
controlled trial. Diabetic Medicine, 25, 1454-1461. doi: 10.1111/j.1464-2 
5491.2008.02620.x 3 
*Kiebles, J. L., Doerfler, B., & Keefer, L. (2010). Preliminary evidence supporting a 4 
framework of psychological adjustment to inflammatory bowel disease†. 5 
Inflammatory Bowel Diseases, 16, 1685-1695. doi: 10.1002/ibd.21215 6 
*Kim, Y., & Evangelista, L. S. (2010). Relationship between illness perceptions, treatment 7 
adherence, and clinical outcomes in patients on maintenance hemodialysis. 8 
Nephrology Nursing Journal, 37, 271-281.  9 
*Kim, Y., Evangelista, L. S., Phillips, L. R., Pavlish, C., & Kopple, J. D. (2012). 10 
Racial/Ethnic differences in illness perceptions in minority patients undergoing 11 
maintenance hemodialysis. Nephrology Nursing Journal, 39, 39-48.  12 
*Kirby, B., Richards, H. L., Woo, P., Hindle, E., Main, C. J., & Griffiths, C. E. M. (2001). 13 
Physical and psychologic measures are necessary to assess overall psoriasis severity. 14 
Journal of the American Academy of Dermatology, 45, 72-76. doi: 15 
10.1067/mjd.2001.114592 16 
*Kirby, S. E., & Yardley, L. (2009). Cognitions associated with anxiety in Ménière's disease. 17 
Journal of Psychosomatic Research, 66, 111-118. doi: 18 
10.1016/j.jpsychores.2008.05.027 19 
*Knibb, R. C., & Horton, S. L. (2008). Can illness perceptions and coping predict 20 
psychological distress amongst allergy sufferers? British Journal of Health 21 
Psychology, 13, 103-119. doi: 10.1348/135910706x173278 22 
Köhler, T., Cortina, J. M., Kurtessis, J. N., & Gölz, M. (2015). Are we correcting correctly? 23 
Interdependence of reliabilities in meta-analysis. Organizational Research Methods, 24 
18, 355-428. doi: 10.1177/1094428114563617 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 102 
*Kotsis, K., Voulgari, P. V., Tsifetaki, N., Machado, M. O., Carvalho, A. F., Creed, F., . . . 1 
Hyphantis, T. (2012). Anxiety and depressive symptoms and illness perceptions in 2 
psoriatic arthritis and associations with physical health-related quality of life. Arthritis 3 
Care & Research, 64, 1593-1601. doi: 10.1002/acr.21725 4 
*Lane, D. A., Langman, C. M., Lip, G. Y. H., & Nouwen, A. (2009). Illness perceptions, 5 
affective response, and health-related quality of life in patients with atrial fibrillation. 6 
Journal of Psychosomatic Research, 66, 203-210. doi: 7 
10.1016/j.jpsychores.2008.10.007 8 
*Lau-Walker, M. (2004). Relationship between illness representation and self-efficacy. 9 
Journal of Advanced Nursing, 48, 216-225. doi: 10.1111/j.1365-2648.2004.03190.x 10 
*Lau-Walker, M. (2006). Predicting self-efficacy using illness perception components: A 11 
patient survey. British Journal of Health Psychology, 11, 643-661. doi: 12 
10.1348/135910705X72802 13 
*Lau-Walker, M. (2007). Importance of illness beliefs and self-efficacy for patients with 14 
coronary heart disease. Journal of Advanced Nursing, 60, 187-198. doi: 15 
10.1111/j.1365-2648.2007.04398.x 16 
*Lau-Walker, M. O., Cowie, M. R., & Roughton, M. (2009). Coronary heart disease patients’ 17 
perception of their symptoms and sense of control are associated with their quality of 18 
life three years following hospital discharge. Journal of Clinical Nursing, 18, 63-71. 19 
doi: 10.1111/j.1365-2702.2008.02386.x 20 
Lau, R. R., Bernard, T. M., & Hartman, K. A. (1989). Further explorations of commonsense 21 
representations of common illnesses. Health Psychology, 8, 195-219. doi: 22 
10.1037/0278-6133.8.2.195 23 
Lau, R. R., & Hartman, K. A. (1983). Common sense representations of common illnesses. 24 
Health Psychology, 2, 167-185. doi: 10.1037/0278-6133.2.2.167 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 103 
Law, G. U., Tolgyesi, C. S., & Howard, R. A. (2012). Illness beliefs and self-management in 1 
children and young people with chronic illness: A systematic review. Health 2 
Psychology Review, 8, 362-380. doi: 10.1080/17437199.2012.747123 3 
*Law, G. U., Walsh, J., Queralt, V., & Nouwen, A. (2013). Adolescent and parent diabetes 4 
distress in type 1 diabetes: The role of self-efficacy, perceived consequences, family 5 
responsibility and adolescent–parent discrepancies. Journal of Psychosomatic 6 
Research, 74, 334-339. doi: 10.1016/j.jpsychores.2012.12.009 7 
*Lawson, V. L., Bundy, C., Belcher, J., & Harvey, J. N. (2010). Mediation by illness 8 
perceptions of the effect of personality and health threat communication on coping 9 
with the diagnosis of diabetes. British Journal of Health Psychology, 15, 623-642. 10 
doi: 10.1348/135910709X478664 11 
*Lawson, V. L., Bundy, C., Lyne, P. A., & Harvey, J. N. (2004). Using the IPQ and PMDI to 12 
predict regular diabetes care-seeking among patients with Type 1 diabetes. British 13 
Journal of Health Psychology, 9, 241-252. doi: 10.1348/135910704773891078 14 
*Lawson, V. L., Lyne, P. A., Bundy, C., & Harvey, J. N. (2007). The role of illness 15 
perceptions, coping and evaluation in care-seeking among people with type 1 16 
diabetes. Psychology & Health, 22, 175-191. doi: 10.1080/14768320600774546 17 
Lazarus, R. S., & Folkman, S. (1984). Coping and adaptation. In W. D. Gentry (Ed.), 18 
Handbook of behavioral medicine (pp. 282-325). New York: Guildford Press. 19 
*Lee, B.-O., Chaboyer, W., & Wallis, M. (2008). Predictors of health-related quality of life 3 20 
months after traumatic injury. Journal of Nursing Scholarship, 40, 83-90. doi: 21 
10.1111/j.1547-5069.2008.00210.x 22 
*Lehto, R. H., & Cimprich, B. (2009). Worry and the formation of cognitive representations 23 
of illness in individuals undergoing surgery for suspected lung Ccancer. Cancer 24 
Nursing, 32, 2-10. doi: 10.1097/01.NCC.0000343363.75752.f1 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 104 
*Leung, Y. W., Gravely-Witte, S., Macpherson, A., Irvine, J., Stewart, D. E., & Grace, S. L. 1 
(2010). Post-traumatic growth among cardiac outpatients. Journal of Health 2 
Psychology, 15, 1049-1063. doi: 10.1177/1359105309360577 3 
Leventhal, H., Benyamini, Y., Brownlee, S., Diefenbach, M. A., Leventhal, E. A., Patrick-4 
Miller, L., & Robitaille, C. (1997). Illness representations: Theoretical foundations. In 5 
K. J. Petrie & J. Weinman (Eds.), Perceptions of health and illness: Current research 6 
and applications (pp. 19-45). Amsterdam: Harwood Academic Publishers. 7 
Leventhal, H., Brissette, I., & Leventhal, E. A. (2003). The common-sense model of self-8 
regulation of health and illness. In L. D. Cameron & H. Leventhal (Eds.), The self-9 
regulation of health and illness behaviour (pp. 42-65). London, UK: Routledge. 10 
Leventhal, H., & Cleary, P. D. (1980). The smoking problem - A review of the research and 11 
theory in behavioral risk modification. Psychological Bulletin, 88, 370-405. doi: 12 
10.1037/0033-2909.88.2.370 13 
Leventhal, H., Diefenbach, M. A., & Leventhal, E. A. (1992). Illness cognition: Using 14 
common sense to understand treatment adherence and affect cognition interactions. 15 
Cognitive Therapy and Research, 16, 143-163. doi: 10.1007/BF01173486 16 
Leventhal, H., Leventhal, E., & Contrada, R. J. (1998). Self-regulation, health, and behavior: 17 
A perceptual-cognitive approach. Psychology and Health, 13, 717-734. doi: 18 
10.1080/08870449808407425 19 
Leventhal, H., Leventhal, E. A., & Breland, J. Y. (2011). Cognitive science speaks to the 20 
"common sense" of chronic illness management. Annals of Behavioral Medicine, 41, 21 
152-163. doi: 10.1007/s12160-010-9246-9 22 
Leventhal, H., Meyer, D., & Nerenz, D. (1980). The common sense model of illness danger. 23 
In S. Rachman (Ed.), Medical Psychology (Vol. II, pp. 7-30). New York: Pergamon 24 
Press. 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 105 
Leventhal, H., Phillips, L. A., & Burns, E. (2016). The common-sense model of self-1 
regulation (CSM): A dynamic framework for understanding illness self-management. 2 
Journal of Behavioral Medicine1-12. doi: 10.1007/s10865-016-9782-2 3 
Limburg, K., Watson, H. J., Hagger, M. S., & Egan, S. J. (2016). The relationship between 4 
perfectionism and psychopathology: A meta-analysis. Journal of Clinical Psychology. 5 
doi: 10.1002/jclp.22435 6 
Linz, D., Penrod, S., & Leventhal, H. (1982). Cognitive organisation of disease among 7 
laypersons. Paper presented at the 20th International Congress of Applied 8 
Psychology, Edinburgh, Scotland. 9 
*Ljosaa, T. M., Mork, C., Stubhaug, A., Moum, T., & Wahl, A. K. (2012). Skin pain and skin 10 
discomfort is associated with quality of life in patients with psoriasis. Journal of the 11 
European Academy of Dermatology and Venereology, 26, 29-35. doi: 10.1111/j.1468-12 
3083.2011.04000.x 13 
*Llewellyn, C. D., McGurk, M., & Weinman, J. (2006). Head and neck cancer: To what 14 
extent can psychological factors explain differences between health-related quality of 15 
life and individual quality of life? British Journal of Oral and Maxillofacial Surgery, 16 
44, 351-357. doi: 10.1016/j.bjoms.2005.06.033 17 
*Llewellyn, C. D., McGurk, M., & Weinman, J. (2007a). Illness and treatment beliefs in head 18 
and neck cancer: Is Leventhal's common sense model a useful framework for 19 
determining changes in outcomes over time? Journal of Psychosomatic Research, 63, 20 
17-26. doi: 10.1016/j.jpsychores.2007.01.013 21 
*Llewellyn, C. D., McGurk, M., & Weinman, J. (2007b). The relationship between the 22 
Patient Generated Index (PGI) and measures of HR-QoL following diagnosis with 23 
head and neck cancer: Are illness and treatment perceptions determinants of 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 106 
judgment-based outcomes? British Journal of Health Psychology, 12, 421-437. doi: 1 
10.1348/135910706X118422 2 
*Llewellyn, C. D., Miners, A. H., Lee, C. A., Harrington, C., & Weinman, J. (2003). The 3 
illness perceptions and treatment beliefs of individuals with severe haemophilia and 4 
their role in adherence to home reatment. Psychology & Health, 18, 185-200. doi: 5 
10.1080/0887044031000098198 6 
*Llewellyn, C. D., Weinman, J., McGurk, M., & Humphris, G. (2008). Can we predict which 7 
head and neck cancer survivors develop fears of recurrence? Journal of 8 
Psychosomatic Research, 65, 525-532. doi: 10.1016/j.jpsychores.2008.03.014 9 
Lobban, F., Barrowclough, C., & Jones, S. (2005). Assessing cognitive representations of 10 
mental health problems. I. The illness perception questionnaire for schizophrenia. 11 
British Journal of Clinical Psychology, 44, 147-162. doi: 10.1348/014466504X19497 12 
*Luyckx, K., Vanhalst, J., I., S.-K., & Weets, I. (2010). A typology of coping with Type 1 13 
diabetes in emerging adulthood: associations with demographic, psychological, and 14 
clinical parameters. Journal of Behavioral Medicine, 33, 228-238. doi: 15 
10.1007/s10865-010-9249-9 16 
*MacInnes, J. (2013). Relationships between illness representations, treatment beliefs and the 17 
performance of self-care in heart failure: a cross-sectional survey. European Journal 18 
of Cardiovascular Nursing, 12, 536-543. doi: 10.1177/1474515112473872 19 
*Marke, V., & Bennett, P. (2013). Predicting post-traumatic stress disorder following first 20 
onset acute coronary syndrome: Testing a theoretical model. British Journal of 21 
Clinical Psychology, 52, 70-81. doi: 10.1111/bjc.12001 22 
*Marques, M., De Gucht, V., Leal, I., & Maes, S. (2013). A cross-cultural perspective on 23 
psychological determinants of chronic fatigue syndrome: A comparison between a 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 107 
Portuguese and a Dutch patient sample. International Journal of Behavioral 1 
Medicine, 20, 229-238. doi: 10.1007/s12529-012-9265-y 2 
Martin, R., Rothrock, N., Leventhal, H., & Leventhal, E. (2003). Common sense models of 3 
illness: Implications for symptom perception and health-related behaviors. In J. Suls 4 
& K. A. Wallston (Eds.), Social Psychological Foundations of Health and Illness (pp. 5 
199-225): Blackwell Publishing Ltd. 6 
Mc Sharry, J., Moss-Morris, R., & Kendrick, T. (2011). Illness perceptions and glycaemic 7 
control in diabetes: A systematic review with meta-analysis. Diabetic Medicine, 28, 8 
1300-1310. doi: 10.1111/j.1464-5491.2011.03298.x 9 
*McCabe, P. J., & Barnason, S. A. (2012). Illness perceptions, coping strategies, and 10 
symptoms contribute to psychological distress in patients with recurrent symptomatic 11 
atrial fibrillation. Journal of Cardiovascular Nursing, 27, 431-444. doi: 12 
10.1097/JCN.0b013e31821e7ab1 13 
*McCabe, P. J., Barnason, S. A., & Houfek, J. (2011). Illness beliefs in patients with 14 
recurrent symptomatic atrial fibrillation. Pacing and Clinical Electrophysiology, 34, 15 
810-820. doi: 10.1111/j.1540-8159.2011.03105.x 16 
McCarthy, S. C., Lyons, A. C., Weinman, J., Talbot, R., & Purnell, D. (2003). Do 17 
expectations influence recovery from oral surgery? An illness representation 18 
approach. Psychology & Health, 18, 109-126. doi: 10.1080/0887044031000080674 19 
*McGrady, M. E., Cotton, S., Rosenthal, S. L., Roberts, Y. H., Britto, M., & Yi, M. S. 20 
(2010). Anxiety and asthma symptoms in urban adolescents with asthma: The 21 
mediating role of illness perceptions. Journal of Clinical Psychology in Medical 22 
Settings, 17, 349-356. doi: 10.1007/s10880-010-9214-3 23 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 108 
*Mickevičienė, A., Vanagas, G., Jievaltas, M., & Ulys, A. (2013). Does illness perception 1 
explain quality of life of patients with prostate cancer? Medicina-Lithuania, 49, 235-2 
241.  3 
*Miglioretti, M., Mazzini, L., Oggioni, G. D., Testa, L., & Monaco, F. (2008). Illness 4 
perceptions, mood and health-related quality of life in patients with amyotrophic 5 
lateral sclerosis. Journal of Psychosomatic Research, 65, 603-609. doi: 6 
10.1016/j.jpsychores.2008.05.012 7 
*Molloy, G. J., Gao, C., Johnston, D. W., Johnston, M., Witham, M. D., Struthers, A. D., & 8 
McMurdo, M. E. T. (2009). Adherence to angiotensin-converting-enzyme inhibitors 9 
and illness beliefs in older heart failure patients. European Journal of Heart Failure, 10 
11, 715-720. doi: 10.1093/eurjhf/hfp059 11 
Moreno, S., Sutton, A., Ades, A., Stanley, T., Abrams, K., Peters, J., & Cooper, N. (2009). 12 
Assessment of regression-based methods to adjust for publication bias through a 13 
comprehensive simulation study. BMC Medical Research Methodology, 9, 2. doi: 14 
10.1186/1471-2288-9-2 15 
*Morgan, K., Thompson, J., Dixon, S., Tomeny, M., & Mathers, N. (2003). Predicting 16 
longer-term outcomes following psychological treatment for hypnotic-dependent 17 
chronic insomnia. Journal of Psychosomatic Research, 54, 21-29. doi: 18 
10.1016/S0022-3999(02)00569-X 19 
Morris, A., & Ogden, J. (2012). Making sense of children's medically unexplained 20 
symptoms: Managing ambiguity, authenticity and responsibility. Psychology, Health 21 
& Medicine, 17, 285-294. doi: 10.1080/13548506.2011.608804 22 
*Moss-Morris, R., Humphrey, K., Johnson, M. H., & Petrie, K. J. (2007). Patients' 23 
perceptions of their pain condition across a multidisciplinary pain management 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 109 
program: Do they change and if so does it matter? The Clinical Journal of Pain, 23, 1 
558-564. doi: 10.1097/AJP.0b013e318093fcab 2 
*Moss-Morris, R., Petrie, K., & Weinman, J. (1996). Functioning in chronic fatigue 3 
syndrome: Do illness perceptions play a regulatory role. British Journal of Health 4 
Psychology, 1, 15-25. doi: 10.1111/j.2044-8287.1996.tb00488.x 5 
*Moss-Morris, R., Spence, M. J., & Hou, R. (2011). The pathway from glandular fever to 6 
chronic fatigue syndrome: Can the cognitive behavioural model provide the map? 7 
Psychological Medicine, 41, 1099-1107. doi: 10.1017/s003329171000139x 8 
*Moss-Morris, R., Weinman, J., Petrie, K. J., Horne, R., Cameron, L. D., & Buick, L. (2002). 9 
The revised illness perception questionnaire (IPQ-R). Psychology and Health, 17, 1-10 
16. doi: 10.1080/08870440290001494 11 
*Mulligan, K., Mehta, P. A., Fteropoulli, T., Dubrey, S. W., McIntyre, H. F., McDonagh, T. 12 
A., . . . Newman, S. (2012). Newly diagnosed heart failure: Change in quality of life, 13 
mood, and illness beliefs in the first 6 months after diagnosis. British Journal of 14 
Health Psychology, 17, 447-462. doi: 10.1111/j.2044-8287.2011.02047.x 15 
*Murphy, H., Dickens, C., Creed, F., & Bernstein, R. (1999). Depression, illness perception 16 
and coping in rheumatoid arthritis. Journal of Psychosomatic Research, 46, 155-164. 17 
doi: 10.1016/S0022-3999(98)00073-7 18 
Muthén, L. K., & Muthén, B. O. (2012). MPlus statistical analysis with latent variables: 19 
User's guide (7th ed.). Los Angeles, CA: Muthén & Muthén. 20 
*Naab, F., Brown, R., & Heidrich, S. (2013). Psychosocial health of infertile Ghanaian 21 
women and their infertility beliefs. Journal of Nursing Scholarship, 45, 132-140. doi: 22 
10.1111/jnu.12013 23 
National Institutes of Health. (2014). Quality assessment tool for observational cohort and 24 
cross-sectional studies. Retrieved November 14, 2016, from 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 110 
https://www.nhlbi.nih.gov/health-pro/guidelines/in-develop/cardiovascular-risk-1 
reduction/tools/cohort 2 
*Neter, E., Litvak, A., & Miller, A. (2009). Goal disengagement and goal re-engagement 3 
among multiple sclerosis patients: Relationship to well-being and illness 4 
representation. Psychology & Health, 24, 175-186. doi: 10.1080/08870440701668665 5 
*Nicklas, L. B., Dunbar, M., & Wild, M. (2010). Adherence to pharmacological treatment of 6 
non-malignant chronic pain: The role of illness perceptions and medication beliefs. 7 
Psychology & Health, 25, 601-615. doi: 10.1080/08870440902783610 8 
*Nouwen, A., Urquhart L., G., Hussain, S., McGovern, S., & Napier, H. (2009). Comparison 9 
of the role of self-efficacy and illness representations in relation to dietary self-care 10 
and diabetes distress in adolescents with type 1 diabetes. Psychology & Health, 24, 11 
1071-1084. doi: 10.1080/08870440802254597 12 
*O'Connor, S. M., Jardine, A. G., & Millar, K. (2008). The prediction of self-care behaviors 13 
in end-stage renal disease patients using Leventhal's Self-Regulatory Model. Journal 14 
of Psychosomatic Research, 65, 191-200. doi: 10.1016/j.jpsychores.2008.02.008 15 
*O'Leary, C. J., Creamer, D., Higgins, E., & Weinman, J. (2004). Perceived stress, stress 16 
attributions and psychological distress in psoriasis. Journal of Psychosomatic 17 
Research, 57, 465-471. doi: 10.1016/j.jpsychores.2004.03.012 18 
*O'Carroll, R. E., Whittaker, J., Hamilton, B., Johnston, M., Sudlow, C., & Dennis, M. 19 
(2011). Predictors of adherence to secondary preventive medication in stroke patients. 20 
Annals of Behavioral Medicine, 41, 383-390. doi: 10.1007/s12160-010-9257-6 21 
*Olchowska-Kotala, A. (2013). Illness representations in individuals with rheumatoid 22 
arthritis and the willingness to undergo acupuncture treatment. European Journal of 23 
Integrative Medicine, 5, 347-351. doi: 10.1016/j.eujim.2013.03.008 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 111 
*Olchowska-Kotala, A., & Szmyrka-Kaczmarek, M. (2010). Illness representation and self-1 
assessment of disability level in patients suffering with rheumatoid arthritis. Advances 2 
in Clinical and Experimental Medicine, 19, 503-512.  3 
Oluka, O. C., Nie, S., & Sun, Y. (2014). Quality assessment of TPB-based questionnaires: A 4 
systematic review. PLoS ONE, 9, e94419. doi: 10.1371/journal.pone.0094419 5 
*Orbell, S., Hagger, M. S., Brown, V., & Tidy, J. (2006). Comparing two theories of health 6 
behavior: A prospective study of non-completion of treatment following cervical 7 
cancer screening. Health Psychology, 25, 604-615. doi: 10.1037/0278-6133.25.5.604 8 
Orbell, S., Henderson, C. J., & Hagger, M. S. (2015). Illness schema activation and the 9 
effects of illness seasonality on accessibility of implicit illness-related information. 10 
Annals of Behavioral Medicine, 49, 918-923. doi: 10.1007/s12160-015-9719-y  11 
Orbell, S., Hodgkins, S., & Sheeran, P. (1997). Implementation intentions and the theory of 12 
planned behavior. Personality and Social Psychology Bulletin, 23, 945-954. doi: 13 
10.1177/0146167297239004 14 
*Orbell, S., Johnston, M., Rowley, D., Espley, A., & Davey, P. (1998). Cognitive 15 
representations of illness and functional and affective adjustment following surgery 16 
for osteoarthritis. Social Science and Medicine, 47, 93-102. doi: 10.1016/s0277-17 
9536(97)10132-0 18 
*Orbell, S., O'Sullivan, I., Parker, R., Steele, B., Campbell, C., & Weller, D. (2008). Illness 19 
representations and coping following an abnormal colorectal cancer screening result. 20 
Social Science & Medicine, 67, 1465-1474. doi: 10.1016/j.socscimed.2008.06.039 21 
*Paddison, C. A. M., Alpass, F. M., & Stephens, C. V. (2008). Psychological factors account 22 
for variation in metabolic control and perceived quality of life among people with 23 
type 2 diabetes in New Zealand. International Journal of Behavioral Medicine, 15, 24 
180-186. doi: 10.1080/10705500802222295 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 112 
*Paschalides, C., Wearden, A. J., Dunkerley, R., Bundy, C., Davies, R., & Dickens, C. M. 1 
The associations of anxiety, depression and personal illness representations with 2 
glycaemic control and health-related quality of life in patients with type 2 diabetes 3 
mellitus. Journal of Psychosomatic Research, 57, 557-564. doi: 4 
10.1016/j.jpsychores.2004.03.006 5 
*Paterson, J., Moss-Morris, R., & Butler, S. J. (1999). The effect of illness experience and 6 
demographic factors on children's illness representations. Psychology and Health, 14, 7 
117-129. doi: 10.1080/08870449908407318 8 
Peters, G.-J. Y., Ruiter, R. A. C., & Kok, G. (2013). Threatening communication: A critical 9 
re-analysis and a revised meta-analytic test of fear appeal theory. Health Psychology 10 
Review, 7, S8-S31. doi: 10.1080/17437199.2012.703527 11 
*Petriček, G., Vrcić-Keglević, M., Vuletić, G., Cerovečki, V., Ožvačić, Z., & Murgić, L. 12 
(2009). Illness perception and cardiovascular risk factors in patients with type 2 13 
diabetes: Cross-sectional questionnaire study. Croatian Medical Journal, 50, 583–14 
593. doi: 10.3325/cmj.2009.50.583 15 
Petrie, K. J., Cameron, L., Ellis, C. J., Buick, D., & Weinman, J. (2002). Changing illness 16 
perceptions after myocardial infarction: An early intervention randomized controlled 17 
trial. Psychosomatic Medicine, 64, 580-586. doi: 10.1097/00006842-200207000-18 
00007 19 
Petrie, K. J., & Weinman, J. (2012). Patients' perceptions of their illness: The dynamo of 20 
volition in health care. Current Directions in Psychological Science, 21, 60-65. doi: 21 
10.1177/0963721411429456 22 
*Petrie, K. J., Weinman, J., Sharpe, N., & Buckley, J. (1996). Role of patients' view of their 23 
illness in predicting return to work and functioning after myocardial infarction: 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 113 
Longitudinal study. British Medical Journal, 312, 1191-1194. doi: 1 
10.1136/bmj.312.7040.1191 2 
*Philip, E. J., Lindner, H., & Lederman, L. (2009). Relationship of illness perceptions with 3 
depression among individuals diagnosed with lupus. Depression and Anxiety, 26, 575-4 
582. doi: 10.1002/da.20451 5 
*Pinto, P. R., McIntyre, T., Ferrero, R., Almeida, A., & Araújo-Soares, V. (2013). Risk 6 
factors for moderate and severe persistent pain in patients undergoing total knee and 7 
hip arthroplasty: A prospective predictive study. PLoS ONE, 8, e73917. doi: 8 
10.1371/journal.pone.0073917 9 
*Pinto, P. R., McIntyre, T., Nogueira-Silva, C., Almeida, A., & Araújo-Soares, V. (2012). 10 
Risk factors for persistent postsurgical pain in women undergoing hysterectomy due 11 
to benign causes: A prospective predictive study. The Journal of Pain, 13, 1045-1057. 12 
doi: 10.1016/j.jpain.2012.07.014 13 
Podsakoff, P. M., MacKenzie, S. B., Lee, J.-Y., & Podsakoff, N. P. (2003). Common method 14 
biases in behavioral research: A critical review of the literature and recommended 15 
remedies. Journal of Applied Psychology, 88, 879-903. doi: 10.1037/0021-16 
9010.88.5.879 17 
*Pollak, L., Segal, P., Stryjer, R., & Stern, H. G. (2012). Beliefs and emotional reactions in 18 
patients with benign paroxysmal positional vertigo: a longitudinal study. American 19 
Journal of Otolaryngology, 33, 221-225. doi: 10.1016/j.amjoto.2011.07.002 20 
*Powell, H., McCaffery, K., Murphy, V. E., Hensley, M., J., Clifton, V. L., Giles, W., & 21 
Gibson, P. G. (2013). Psychosocial variables are related to future exacerbation risk 22 
and perinatal outcomes in pregnant women with asthma. Journal of Asthma, 50, 383-23 
389. doi: 10.3109/02770903.2012.757777 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 114 
Preacher, K. J., & Kelley, K. (2011). Effect size measures for mediation models: Quantitative 1 
strategies for communicating indirect effects. Psychological Methods, 16, 93-115. 2 
doi: 10.1037/a0022658 3 
*Price, A., Goodwin, L., Rayner, L., Shaw, E., Hansford, P., Sykes, N., . . . Lee, W. (2012). 4 
Illness perceptions, adjustment to illness, and depression in a palliative care 5 
population. Journal of Pain and Symptom Management, 43, 819-832. doi: 6 
10.1016/j.jpainsymman.2011.05.013 7 
*Quiles, Y., & Terol, M. C. (2010). Using common sense model in eating disorders. Journal 8 
of Health Psychology, 16, 208-216. doi: 10.1177/1359105310373411 9 
Rees, G., Fry, A., & Cull, A. (2001). A family history of breast cancer: Women's experiences 10 
from a theoretical perspective. Social Science and Medicine, 52, 1433-1440. doi: 11 
10.1016/S0277-9536(00)00248-3 12 
*Rees, G., Leong, O., Crowston, J. G., & Lamoureux, E. L. (2010). Intentional and 13 
unintentional nonadherence to ocular hypotensive treatment in patients with 14 
glaucoma. Ophthalmology, 117, 903-908. doi: 10.1016/j.ophtha.2009.10.038 15 
*Rees, G., Sasongko, M. B., Fenwick, E. K., Nicolaou, T. E., Wong, T. Y., & Lamoureux, E. 16 
L. (2012). Impact of diabetic retinopathy on patients' beliefs about diabetes. Clinical 17 
and Experimental Optometry, 95, 371-376. doi: 10.1111/j.1444-0938.2012.00745.x 18 
*Reges, O., Vilchinsky, N., Leibowitz, M., Khaskia, A., Mosseri, M., & Kark, J. D. (2013). 19 
Illness cognition as a predictor of exercise habits and participation in cardiac 20 
prevention and rehabilitation programs after acute coronary syndrome. BMC Public 21 
Health, 13, 956. doi: 10.1186/1471-2458-13-956 22 
*Richards, H. L., Herrick, A. L., Griffin, K., Gwilliam, P. D. H., Loukes, J., & Fortune, D. G. 23 
(2003). Systemic sclerosis: Patients' perceptions of their condition. Arthritis Care & 24 
Research, 49, 689-696. doi: 10.1002/art.11385 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 115 
*Riley, J. P., Habibi, H., Banya, W., Gatzoulis, M. A., Lau-Walker, M., & Cowie, M. R. 1 
(2012). Education and support needs of the older adult with congenital heart disease. 2 
Journal of Advanced Nursing, 68, 1050-1060. doi: 10.1111/j.1365-2648.2011.05809.x 3 
*Rochelle, T. L., & Fidler, H. (2012). The importance of illness perceptions, quality of life 4 
and psychological status in patients with ulcerative colitis and Crohn’s disease. 5 
Journal of Health Psychology, 18, 972-983. doi: 10.1177/1359105312459094 6 
Rodin, J., & Salovey, P. (1989). Health psychology. Annual Review of Psychology, 40, 533-7 
379. doi: 10.1146/annurev.ps.40.020189.002533 8 
*Rogan, C., Fortune, D. G., & Prentice, G. (2013). Post-traumatic growth, illness perceptions 9 
and coping in people with acquired brain injury. Neuropsychological Rehabilitation, 10 
23, 639-657. doi: 10.1080/09602011.2013.799076 11 
*Rose, M. R., Sadjadi, R., Weinman, J., Akhtar, T., Pandya, S., Kissel, J. T., . . . the Muscle 12 
Study Group. (2012). Role of disease severity, illness perceptions, and mood on 13 
quality of life in muscle disease. Muscle & Nerve, 46, 351-359. doi: 14 
10.1002/mus.23320 15 
Rosenthal, M. C. (1994). The fugitive literature. In H. Cooper & L. V. Hedges (Eds.), The 16 
Handbook of Research Synthesis (pp. 85-94). New York: Russell Sage Foundation. 17 
*Rozema, H., Völlink, T., & Lechner, L. (2009). The role of illness representations in coping 18 
and health of patients treated for breast cancer. Psycho-Oncology, 18, 849-857. doi: 19 
10.1002/pon.1488 20 
*Rutter, C. L., & Rutter, D. R. (2001a). First time clinic attendees’ illness representation of 21 
IBS. Unpublished manuscript, University of Kent at Canterbury, Canterbury, UK.    22 
*Rutter, C. L., & Rutter, D. R. (2001b). A longitudinal investigation of illness representation, 23 
coping and outcome in primary care: Irritable bowel syndrome, inflammatory bowel 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 116 
disease and chronic fatigue syndrome patients. Unpublished manuscript, University 1 
of Kent at Canterbury, Canterbury, UK.    2 
*Rutter, C. L., & Rutter, D. R. (2001c). Stability of the illness representation upon joining a 3 
self-help organisation. Unpublished manuscript, University of Kent at Canterbury, 4 
Canterbury, UK.    5 
*Rutter, C. L., & Rutter, D. R. (2002). Illness representation, coping and outcome in irritable 6 
bowel syndrome (IBS). British Journal of Health Psychology, 7, 377-391. doi: 7 
10.1348/135910702320645372 8 
*Rutter, C. L., & Rutter, D. R. (2007). Longitudinal analysis of the illness representation 9 
model in patients with irritable bowel syndrome (IBS). Journal of Health Psychology, 10 
12, 141-148. doi: 10.1177/1359105307071748 11 
*Saltapidas, H., & Ponsford, J. (2012). The influence of cultural background on experiences 12 
and beliefs about traumatic brain injury and their association with outcome. Brain 13 
Impairment, 9, 1-13. doi: 10.1375/brim.9.1.1 14 
*Sawicki, G. S., Sellers, D. E., & Robinson, W. M. (2011). Associations between illness 15 
perceptions and health-related quality of life in adults with cystic fibrosis. Journal of 16 
Psychosomatic Research, 70, 161-167. doi: 10.1016/j.jpsychores.2010.06.005 17 
*Scharloo, M., Baatenburg de Jong, R. J., Langeveld, T. P. M., van Velzen-Verkaik, E., den 18 
Akker, M. M. D.-o., & Kaptein, A. A. (2010). Illness cognitions in head and neck 19 
squamous cell carcinoma: predicting quality of life outcome. Supportive Care in 20 
Cancer, 18, 1137-1145. doi: 10.1007/s00520-009-0728-x 21 
*Scharloo, M., Baatenburg de Jong, R. J., Langeveld, T. P. M., van Velzen-Verkaik, E., 22 
Doorn-op den Akker, M. M., & Kaptein, A. A. (2005). Quality of life and illness 23 
perceptions in patients with recently diagnosed head and neck cancer. Head & Neck, 24 
27, 857-863. doi: 10.1002/hed.20251 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 117 
*Scharloo, M., Kaptein, A. A., Schlösser, M. A. G., Pouwels, H., Bel, E. H., Rabe, K. F., & 1 
Wouters, E. F. M. (2007). Illness perceptions and quality of life in patients with 2 
Chronic Obstructive Pulmonary Disease. Journal of Asthma, 44, 575-581. doi: 3 
10.1080/02770900701537438 4 
*Scharloo, M., Kaptein, A. A., Weinman, J., Bergman, W., Vermeer, B. J., & Rooijmans, H. 5 
G. M. (2000). Patients’ illness perceptions and coping as predictors of functional 6 
status in psoriasis: a 1-year follow-up. British Journal of Dermatology, 142, 899-907. 7 
doi: 10.1046/j.1365-2133.2000.03469.x 8 
*Scharloo, M., Kaptein, A. A., Weinman, J., Hazes, J. M., Willems, L. N. A., Bergman, W., 9 
& Rooijmans, H. G. M. (1998). Illness perceptions, coping and functioning in patients 10 
with rheumatoid arthritis, chronic obstructive pulmonary disease and psoriasis. 11 
Journal of Psychosomatic Research, 44, 573-585. doi: 10.1016/S0022-12 
3999(97)00254-7 13 
*Schiaffino, K. M., Shawaryn, M. A., & Blum, D. (1998). Examining the impact of illness 14 
representations on psychological adjustment to chronic illness. Health Psychology, 15 
17, 262-268. doi: 10.1037/0278-6133.17.3.262 16 
Schreurs, P. J. G., Van Der Willige, G., Tellegen, B., & Brosschot, J. F. (1988). The 17 
Ultrechtse Coping List - Manual. Lisse: Swetz & Zeitlinger. 18 
*Schroeder, S., Achenbach, S., Körber, S., Nowy, K., de Zwaan, M., & Martin, A. (2012). 19 
Cognitive-perceptual factors in noncardiac chest pain and cardiac chest Ppain. 20 
Psychosomatic Medicine, 74, 861-868. doi: 10.1097/PSY.0b013e31826ae4ae 21 
Schwarzer, R. (2008). Modeling health behaviour change: How to predict and modify the 22 
adoption and maintenance of health behaviors. Applied Psychology: An International 23 
Review, 57, 1-29. doi: 10.1111/j.1464-0597.2007.00325.x 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 118 
*Sciacchitano, L., Lindner, H., & McCracken, J. (2009). Secondary beliefs: A mediator 1 
between illness representations and coping behavior in arthritis sufferers. Journal of 2 
Rational-Emotive & Cognitive-Behavior Therapy, 27, 23-50. doi: 10.1007/s10942-3 
007-0062-5 4 
*Searle, A., Norman, P., Thompson, R., & Vedhara, K. (2007). A prospective examination of 5 
illness beliefs and coping in patients with type 2 diabetes. British Journal of Health 6 
Psychology, 12, 621-638. doi: 10.1348/135910706X164935 7 
Seaton, M., Marsh, H. W., & Craven, R. G. (2010). Big-Fish-Little-Pond Effect: 8 
Generalizability and moderation—Two sides of the same coin. American Educational 9 
Research Journal, 47, 390-433. doi: 10.3102/0002831209350493 10 
*Sharpe, L., Sensky, T., & Allard, S. (2001). The course of depression in recent onset 11 
rheumatoid arthritis: The predictive role of disability, illness perceptions, pain and 12 
coping. Journal of Psychosomatic Research, 51. doi: 10.1016/s0022-3999(01)00266-13 
5 14 
*Sharpe, L., Sensky, T., Timberlake, N., Ryan, B., Brewin, C. R., & Allard, S. (2001). A 15 
blind, randomized, controlled trial of cognitive‐behavioural intervention for patients 16 
with recent onset rheumatoid arthritis: preventing psychological and physical 17 
morbidity. PAIN, 89, 275-283. doi: 10.1016/s0304-3959(00)00379-1 18 
*Shiloh, S., Rashuk-Rosenthal, D., & Benyamini, Y. (2001). Illness causal attributions: 19 
Their structure and associations with other illness cognitions and perceptions of 20 
control. Unpublished manuscript, Tel Aviv University, Tel Aviv, Israel, Tel Aviv, 21 
Israel.  22 
*Shiyanbola, O. O., & Nelson, J. (2011). Illness perceptions, beliefs in medicine and 23 
medication non-adherence among South Dakota minority women with diabetes: A 24 
pilot study. South Dakota Medicine, 64, 365-368.  25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 119 
*Silva, S. M., Moreira, H. C., & Canavarro, M. C. (2012). Examining the links between 1 
perceived impact of breast cancer and psychosocial adjustment: the buffering role of 2 
posttraumatic growth. Psycho-Oncology, 21, 409-418. doi: 10.1002/pon.1913 3 
*Simpson, J., Lekwuwa, G., & Crawford, T. (2013). Illness beliefs and psychological 4 
outcome in people with Parkinson’s disease. Chronic Illness, 9, 165-176. doi: 5 
10.1177/1742395313478219 6 
*Skinner, T. C., Carey, M. E., Cradock, S., Daly, H., Davies, M. J., Doherty, Y., . . . on 7 
behalf of the DESMOND Collaborative. (2006). Diabetes education and self-8 
management for ongoing and newly diagnosed (DESMOND): Process modelling of 9 
pilot study. Patient Education and Counseling, 64, 369-377. doi: 10 
10.1016/j.pec.2006.04.007 11 
*Skinner, T. C., & Hampson, S. E. (1998). Social support and personal models of diabetes in 12 
relation to self-care and well-being in adolescents with type I diabetes mellitus. 13 
Journal of Adolescence, 21, 703-715. doi: 10.1006/jado.1998.0190 14 
*Skinner, T. C., Hampson, S. E., & Fife-Schaw, C. (2002). Personality, personal model 15 
beliefs, and self-care in adolescents and young adults with Type 1 diabetes. Health 16 
Psychology, 21, 61-70. doi: 10.1037//0278-6133.21.1.61 17 
Skinner, T. C., Howells, L., Greene, S., Edgar, K., McEvilly, A., & Johansson, A. (2003). 18 
Development, reliability and validity of the diabetes illness representations 19 
questionnaire: Four studies with adolescents. Diabetic Medicine, 20, 283-289. doi: 20 
10.1046/j.1464-5491.2003.00923.x 21 
*Skinner, T. C., McNeil, L., Olaithe, M., Eastwood, P., Hillman, D., Phang, J., . . . Bucks, R. 22 
S. (2013). Predicting uptake of continuous positive airway pressure (CPAP) therapy 23 
in obstructive sleep apnoea (OSA): a belief-based theoretical approach. Sleep and 24 
Breathing, 17, 1229-1240. doi: 10.1007/s11325-013-0828-1 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 120 
*Sluiter, J. K., & Frings-Dresen, M. H. W. (2008). Quality of life and illness perception in 1 
working and sick-listed chronic RSI patients. International Archives of Occupational 2 
and Environmental Health, 81, 495-501. doi: 10.1007/s00420-007-0222-z 3 
*Snell, D. L., Hay-Smith, E. J. C., Surgenor, L. J., & Siegert, R. J. (2013). Examination of 4 
outcome after mild traumatic brain injury: The contribution of injury beliefs and 5 
Leventhal's Common Sense Model. Neuropsychological Rehabilitation, 23, 333-362. 6 
doi: 10.1080/09658211.2012.758419 7 
*Snell, D. L., Siegert, R. J., Hay-Smith, E. J. C., & Surgenor, L. J. (2011). Associations 8 
between illness perceptions, coping styles and outcome after mild traumatic brain 9 
injury: Preliminary results from a cohort study. Brain Injury, 25, 1126-1138. doi: 10 
10.3109/02699052.2011.607786 11 
*Sniehotta, F. F., Gorski, C., & Araújo-Soares, V. (2010). Adoption of community-based 12 
cardiac rehabilitation programs and physical activity following phase III cardiac 13 
rehabilitation in Scotland: A prospective and predictive study. Psychology & Health, 14 
25, 839-854. doi: 10.1080/08870440902915915 15 
*Sofianou, S., Martynenko, M., Wolf, M. S., Wisnivesky, J. P., Krauskopf, K., Wilson, E. A. 16 
H., . . . Federman, A. D. (2013). Asthma beliefs are associated with medication 17 
adherence in older asthmatics. Journal of General Internal Medicine, 28, 67-73. doi: 18 
10.1007/s11606-012-2160-z 19 
*Spain, L. A., Tubridy, N., Kilpatrick, T. J., Adams, S. J., & Holmes, A. C. N. (2007). Illness 20 
perception and health-related quality of life in multiple sclerosis. Acta Neurologica 21 
Scandinavica, 116, 293-299. doi: 10.1111/j.1600-0404.2007.00895.x 22 
*Spence, M. J., & Moss-Morris, R. (2007). The cognitive behavioural model of irritable 23 
bowel syndrome: a prospective investigation of patients with gastroenteritis. Gut, 56, 24 
1066. doi: 10.1136/gut.2006.108811 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 121 
*Stafford, L., Berk, M., & Jackson, H. J. (2009). Are illness perceptions about coronary 1 
artery disease predictive of depression and quality of life outcomes? Journal of 2 
Psychosomatic Research, 66, 211-220. doi: 10.1016/j.jpsychores.2008.09.005 3 
*Stafford, L., Jackson, H. J., & Berk, M. (2008). Illness beliefs about heart disease and 4 
adherence to secondary prevention regimens. Psychosomatic Medicine, 70, 942-948. 5 
doi: 10.1097/PSY.0b013e318187e22e 6 
*Stamogiannou, I., Grunfeld, E. A., Denison, K., & Muir, G. (2004). Beliefs about illness and 7 
quality of life among men with erectile dysfunction. Int J Impot Res, 17, 142-147. doi: 8 
10.1038/sj.ijir.3901220 9 
Stauffer, J. M. (1996). A graphical user interface psychometric meta-analysis program for 10 
DOS. Educational and Psychological Measurement, 56, 675-677. doi: 11 
10.1177/0013164496056004009 12 
*Steed, L., Newman, S. P., & Hardman, S. M. C. (1999). An examination of the self-13 
regulation model in atrial fibrillation. British Journal of Health Psychology, 4, 337-14 
347. doi: 10.1348/135910799168687 15 
*Stein, M. J., McNicholas, J., & Collis, G. M. (2001). Cognitive representations of asthma, 16 
belief concordance and psychological well-being. Paper presented at the European 17 
Health Psychology Society/British Psychological Society Division of Health 18 
Psychology Annual Conference, St. Andrews, Scotland.  19 
Stewart, A. L., Sherbourne, C. D., Hays, R. D., Wells, K. B., Nelson, E. C., Kamberg, C. J., . 20 
. . Ware, J. E. (1992). Summary and discussion of MOS measures. In A. L. Stewart & 21 
J. E. Ware (Eds.), Measuring functioning and well-being: The medical outcomes study 22 
approach (pp. 345-371). London: Duke University Press. 23 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 122 
*Stockford, K., Turner, H., & Cooper, M. (2007). Illness perception and its relationship to 1 
readiness to change in the eating disorders: A preliminary investigation. British 2 
Journal of Clinical Psychology, 46, 139-154. doi: 10.1348/014466506X115786 3 
*Stuifbergen, A. K., Phillips, L. A., Voelmeck, W., & Browder, R. (2006). Illness 4 
perceptions and related outcomes among women with fibromyalgia syndrome. 5 
Women's Health Issues, 16, 353-360. doi: 10.1016/j.whi.2006.05.003 6 
*Targosz, S. A., Kapur, N., & Creed, F. (2014). Medically unexplained symptoms, illness 7 
perception and childhood experience in neurology outpatients. Irish Journal of 8 
Psychological Medicine, 18, 16-20. doi: 10.1017/S0790966700006169 9 
*Thuné-Boyle, I. C. V., Myers, L. B., & Newman, S. P. (2006). The role of illness beliefs, 10 
treatment beliefs, and perceived severity of symptoms in explaining distress in cancer 11 
patients during chemotherapy treatment. Behavioral Medicine, 32, 19-29. doi: 12 
10.3200/BMED.32.1.19-29 13 
*Tiemensma, J., Kaptein, A. A., Pereira, A. M., Smit, J. W. A., Romijn, J. A., & Biermasz, 14 
N. R. (2011). Affected Illness Perceptions and the Association with Impaired Quality 15 
of Life in Patients with Long-Term Remission of Acromegaly. The Journal of 16 
Clinical Endocrinology & Metabolism, 96, 3550-3558. doi: 10.1210/jc.2011-1645 17 
*Traeger, L., Penedo, F. J., Gonzalez, J. S., Dahn, J. R., Lechner, S., C., Schneiderman, N., & 18 
Antoni, M. H. (2009). Illness perceptions and emotional well-being in men treated for 19 
localized prostate cancer. Journal of Psychosomatic Research, 67, 389-397. doi: 20 
10.1016/j.jpsychores.2009.03.013 21 
*Treharne, G. J., Kitas, G. D., Lyons, A. C., & Booth, D. A. (2005). Well-being in 22 
rheumatoid arthritis: The effects of disease duration and psychosocial factors. Journal 23 
of Health Psychology, 10, 457-474. doi: 10.1177/1359105305051416 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 123 
*Treharne, G. J., Lyons, A. C., Hale, E. D., Douglas, K. M. J., Goodchild, C. E., Booth, D. 1 
A., & Kitas, G. D. (2007). Sleep disruption frequency in rheumatoid arthritis: 2 
Perceived stress predicts poor outcome over one year. Musculoskeletal Care, 5, 51-3 
64. doi: 10.1002/msc.99 4 
*Treharne, G. J., Lyons, A. C., Hale, E. D., Goodchild, C. E., Booth, D. A., & Kitas, G. D. 5 
(2008). Predictors of fatigue over 1 year among people with rheumatoid arthritis. 6 
Psychology, Health & Medicine, 13, 494-504. doi: 10.1080/13548500701796931 7 
*Trovato, G. M., Pace, P., Tamburino, C., Garufi, G., Martines, G. F., Pirri, C., . . . Catalano, 8 
D. (2010). Elective coronary stent patients: preinterventional functional status and 9 
clinical-instrumental assessment. Heart and Vessels, 25, 82-86. doi: 10.1007/s00380-10 
009-1163-0 11 
Turk, D. C., Rudy, T. E., & Salovey, P. (1986). Implicit models of illness. Journal of 12 
Behavioral Medicine, 9, 453-474. doi: 10.1007/BF00845133 13 
*Turriff, A., Levy, H. P., & Biesecker, B. (2011). Prevalence and psychosocial correlates of 14 
depressive symptoms among adolescents and adults with Klinefelter syndrome. Genet 15 
Med, 13, 966-972. doi: 10.1097/GIM.0b013e3182227576 16 
*Twiddy, M., House, A., & Jones, F. (2012). The association between discrepancy in illness 17 
representations on distress in stroke patients and carers. Journal of Psychosomatic 18 
Research, 72, 220-225. doi: 10.1016/j.jpsychores.2011.12.004 19 
US Department of Health and Human Services. (2011). Health, United States, 2010: With 20 
special feature on death and dying. Hyattsville, MD: Centers for Disease Control and 21 
Prevention. 22 
US Department of Health and Human Services. (2013). Multiple chronic conditions - a 23 
strategic framework: Optimum health and quality of life for individuals with multiple 24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 124 
chronic conditions. Retrieved June 20, 2016, from 1 
http://www.hhs.gov/ash/initiatives/mcc/mcc_framework.pdf 2 
*van der Have, M., Minderhoud, I. M., Kaptein, A. A., Leenders, M., Siersema, P. D., Fidder, 3 
H. H., & Oldenburg, B. (2013). Substantial impact of illness perceptions on quality of 4 
life in patients with Crohn's disease. Journal of Crohn's and Colitis, 7, e292-e301. 5 
doi: 10.1016/j.crohns.2012.11.002 6 
*van der Velde, J. L., Flokstra-de Blok, B. M. J., Hamp, A., Knibb, R. C., Duiverman, E. J., 7 
& Dubois, A. E. J. (2011). Adolescent–parent disagreement on health-related quality 8 
of life of food-allergic adolescents: who makes the difference? Allergy, 66, 1580-9 
1589. doi: 10.1111/j.1398-9995.2011.02726.x 10 
*van Os, S., Norton, S., Hughes, L. D., & Chilcot, J. (2012). Illness perceptions account for 11 
variation in positive outlook as well as psychological distress in Rheumatoid Arthritis. 12 
Psychology, Health & Medicine, 17, 427-439. doi: 10.1080/13548506.2011.626432 13 
*van Wilgen, C. P., Kaptein, A. A., & Brink, M. S. (2010). Illness perceptions and mood 14 
states are associated with injury-related outcomes in athletes. Disability and 15 
Rehabilitation, 32, 1576-1585. doi: 10.3109/09638281003596857 16 
*van Wilgen, C. P., van Ittersum, M. W., Kaptein, A. A., & van Wijhe, M. (2008). Illness 17 
perceptions in patients with fibromyalgia and their relationship to quality of life and 18 
catastrophizing. Arthritis and Rheumatism, 58, 3618-3626. doi: 10.1002/art.23959 19 
*Var, F., & Rajeswaran, J. (2012). Perception of illness in patients with traumatic brain 20 
injury. Indian Journal of Psychological Medicine, 34, 223-226. doi: 10.4103/0253-21 
7176.106014 22 
*Vaughan, R., Morrison, L., & Miller, E. (2003). The illness representations of multiple 23 
sclerosis and their relations to outcome. British Journal of Health Psychology, 8, 287-24 
301. doi: 10.1348/135910703322370860 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 125 
Veit, C. T., & Ware, J. E. (1983). The structure of psychological distress and well-being in 1 
general populations. Journal of Consulting and Clinical Psychology, 51, 730-742.  2 
Vitaliano, P. P., Russo, J., Carr, J. E., Maiuro, R. D., & Becker, J. (1985). The ways of coping 3 
checklist: Revision and psychometric properties. Multivariate Behavioral Research, 4 
20, 3-26. doi: 10.1207/s15327906mbr2001_1 5 
*Vollmann, M., Kalkouskaya, N., Langguth, B., & Scharloo, M. (2012). When the ringing in 6 
the ears gets unbearable: Illness representations, self-instructions and adjustment to 7 
tinnitus. Journal of Psychosomatic Research, 73, 108-111. doi: 8 
10.1016/j.jpsychores.2012.04.009 9 
*Vollmann, M., Scharloo, M., Langguth, B., Kalkouskaya, N., & Salewski, C. (2014). Illness 10 
representations as mediators of the relationship between dispositional optimism and 11 
depression in patients with chronic tinnitus: A cross-sectional study. Psychology & 12 
Health, 29, 81-93. doi: 10.1080/08870446.2013.828294 13 
*Vurnek Živković, M., Buljan, M., Blajić, I., & Šitum, M. (2008). Psychological status and 14 
illness perceptions in patients with melanoma. Collegium Antropologicum, 32, 75-78.  15 
*Walsh, J. C., Lynch, M., Murphy, A. W., & Daly, K. (2004). Factors influencing the 16 
decision to seek treatment for symptoms of acute myocardial infarction. Journal of 17 
Psychosomatic Research, 56, 67-73. doi: 10.1016/S0022-3999(03)00082-5 18 
*Wamsteker, E. W., Geenen, R., Iestra, J., Larsen, J. K., Zelissen, P. M. J., & van Staveren, 19 
W. A. (2005). Obesity-related beliefs predict weight loss after an 8-week low-calorie 20 
diet. Journal of the American Dietetic Association, 105, 441-444. doi: 21 
10.1016/j.jada.2004.12.031 22 
Ware, J. E., & Sherbourne, C. D. (1992). The MOS 36-item short-form health survey (SF-23 
36): I. Conceptual framework and item selection. Medical Care, 30, 473-483.  24 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 126 
*Watkins, K. W., Connell, C. M., Fitzgerald, J. T., Klem, L., Hickey, T., & Ingersoll-Dayton, 1 
B. (2000). Effect of adults' self-regulation of diabetes on quality-of-life outcomes. 2 
Diabetes Care, 23, 1511.  3 
Wearden, A., & Peters, S. (2008). Therapeutic techniques for interventions based on 4 
Leventhal's common sense model. British Journal of Health Psychology, 13, 189-193. 5 
doi: 10.1348/135910708X295613 6 
*Weinman, J., Petrie, K. J., Moss-Morris, R., & Horne, R. (1996). The illness perception 7 
questionnaire: A new method for assessing the cognitive representation of illness. 8 
Psychology and Health, 11, 431-445. doi: 10.1080/08870449608400270 9 
*Wenninger, K., Helmes, A., Bengel, J., Lauten, M., Völkel, S., & Niemeyer, C. M. (2013). 10 
Coping in long-term survivors of childhood cancer: relations to psychological 11 
distress. Psycho-Oncology, 22, 854-861. doi: 10.1002/pon.3073 12 
Whitmarsh, A., Koutantji, M., & Sodell, K. (2003). Illness perceptions, mood and coping in 13 
predicting attendance at cardiac rehabilitation. British Journal of Health Psychology, 14 
8, 209-221. doi: 10.1348/135910703321649178 15 
*Whittaker, R., Kemp, S., & House, A. (2007). Illness perceptions and outcome in mild head 16 
injury: a longitudinal study. Journal of Neurology, Neurosurgery & Psychiatry, 78, 17 
644. doi: 10.1136/jnnp.2006.101105 18 
*Wikman, A., Molloy, G. J., Randall, G., & Steptoe, A. (2011). Cognitive predictors of 19 
posttraumatic stress symptoms six months following acute coronary syndrome. 20 
Psychology & Health, 26, 974-988. doi: 10.1080/08870446.2010.512663 21 
*Woith, W. M., & Larson, J. L. (2008). Delay in seeking treatment and adherence to 22 
tuberculosis medications in Russia: A survey of patients from two clinics. 23 
International Journal of Nursing Studies, 45, 1163-1174. doi: 24 
10.1016/j.ijnurstu.2007.07.014 25 
Running head: COMMON-SENSE MODEL OF SELF-REGULATION 127 
*Wu, L. M., Mohamed, N. E., Winkel, G., & Diefenbach, M. A. (2013). Patient and spouse 1 
illness beliefs and quality of life in prostate cancer patients. Psychology & Health, 28, 2 
355-368. doi: 10.1080/08870446.2012.722219 3 
Zigmond, A. S., & Snaith, R. P. (1983). The hospital anxiety and depression scale. Acta 4 
Psychiatrica Scandinavica, 67, 361-370. doi: 10.1111/j.1600-0447.1983.tb09716.x 5 
*Žugelj, U., Zupančič, M., Komidar, L., Kenda, R., Varda, N. M., & Gregorič, A. (2010). 6 
Self-reported adherence behavior in adolescent hypertensive patients: The role of 7 
illness representations and personality. Journal of Pediatric Psychology, 35, 1049-8 
1060. doi: 10.1093/jpepsy/jsq027 9 
10 
Running head: META-ANALYSIS OF THE COMMON SENSE MODEL  128 
Figure 1. Schematic representation of common-sense model of illness representations based on Leventhal et al.’s (1992) illustration. The coping 
strategy and illness outcome categories are based on the classification procedure used in the present study developed by Hagger and Orbell 
(2003). 
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Figure 2. Basic process model derived from the common-sense model. 
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Figure 3. Path diagram of generalized effects in the revised common-sense process model. Solid lines represent hypothesized effects 
of beliefs on coping strategies and effects of coping strategies on illness outcomes, and broken lines represent moderating effects. 
Direct effects of cognitive and emotional representations on illness outcomes omitted for clarity. 
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Figure 4. Path diagram of moderating effects of illness treatability (higher scores represent 
greater treatability) on mediated relations of perceived consequences and control on illness 
outcomes mediated by problem- and emotion-focused coping strategies in the revised common-
sense process model. Solid lines represent hypothesized effects of representations on coping 
strategies and effects of coping strategies on illness outcomes, and broken lines represent 
moderating effects. Direct effects of cognitive and emotional representations on illness outcomes 
omitted for clarity. 
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Figure 5. Path diagram of moderating effects of emotional representations (higher scores 
represent greater emotional responses) on mediated relations of perceived consequences and 
control on illness outcomes mediated by problem- and emotion-focused coping strategies in the 
revised common-sense process model. Solid lines represent hypothesized effects of 
representations on coping strategies and effects of coping strategies on illness outcomes, and 
broken lines represent moderating effects. Direct effects of cognitive and emotional 
representations on illness outcomes omitted for clarity. 
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Figure 6. Path diagram showing independent effects of beliefs about coping behavior, derived 
from social cognitive theories (Bandura, 1977; Fishbein & Ajzen, 2009), and beliefs about illness 
and action plans, derived from the common-sense model (Leventhal et al., 1980; Leventhal et al., 
2016) on problem-focused coping behaviors in the revised common-sense process model. Direct 
effects of cognitive and emotional representations on illness outcomes omitted for clarity. The 
proposed model is a generalized one with constructs comprising multiple dimensions of 
constructs (e.g., behavioral beliefs, cognitive representations) that may have effects on outcomes 
with different signs. 
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